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high potency fish liver oil 
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Petrolagar Plain 
AN ADJUNCT TO THE RESTRICTED DIET 


During a period of restricted diet, 
bowel regularity may be main- 
tained with the aid of Petrolagar 
Plain. As an adjunct to the diet, 
Petrolagar induces a soft, well- 
formed stool and encourages a 
regular habit time for bowel 
movement. 


If the case is severe, Petrolagar 


Plain may be given in alternate 
doses with Petrolagar with Cas- 
cara until proper elimination is 
established. Then Petrolagar 
Plain alone will assist in main- 
taining a regular, comfortable 
movement. 


Petrolagar is issued in five types 
to suit the individual case. 


Petrolagar—Liquid petrolatum 65 cc. emulsified with 0.4 Gm. agar in a menstruum to make 100 cc. 


Petrolagar Laboratories Inc. * 8134 McCormick Boulevard * Chicago, Illinois 
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SCENES FROM THE LABORATORIES OF (|UPJOHN 


The Science of 
Pharmacology 


STRICTLY ASEPTIC 
surgical technique 
employed in phar- 
macological assay 
of corpus luteum 
hormone. 


Great responsibility rests on the pharmacologist. It is to him that the 
profession must look not only for standardization of drugs but also 
for data needed in making wise selection of medication and in directing 
its administration. 


THE UPJOHN COMPANY 


KALAMAZOO, MICHIGAN 


Makers of Fine Pharmaceuticals Since 1886 
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STORM WARNING FOR FEBRUARY: RISING MERCURY 


THE YOUNGSTER in the picture isn’t 
terribly sick. 

He has come home from school 
with signs of nothing more than an 
ordinary cold. But his mother, sen- 
sible woman that she is, packs him 
off to bed at once. 


For she knows that, at this time 
of year particularly, any cold may 
be the threshold of pneumonia. She 
knows that February shares with 
March the dubious honor of being a 
“pneumonia month;” that, together, 
they constitute the season of the 
year when pneumonia is most prev- 
alent and most dangerous. 


Throughout the next six or eight 
weeks especially, it will be wise to 


take every possible precaution 
against pneumonia. Get plenty of 
rest—for pneumonia’s greatest ally 
is fatigue. Avoid any over-exposure, 
particularly to extreme cold and 
dampness. 


But above all, if anyone in your 
family has a cold and his or her 
temperature rises above normal, 
don’t delay! Call your physician at 
once. Watch out, too, for chills, pain 
in the side or chest, and a cough. 
They, also, are danger signals that 
should be heeded promptly. 

If your doctor is called at once, 
there is less to fear from pneumonia 
than ever before. Medical science 
can offer pneumonia patients more 
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help—can bring about more and 
quicker recoveries—than in any 
previous ‘pneumonia season.” 


But the pneumonia germ works 
fast, and every hour counts. If your 
doctor’s treatment is to be most 
effective, he must be called early. 


PARKE, DAVIS & COMPANY 
Detroit, Michigan 


The World’s Largest Makers of 
Pharmaceuticaland Biological Products 


Copyright, 1939, Parke, Davis & Co. 
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DIGITALIS “Haskell” 


Accurately Standardized 


Clinically Tested 
Council-Accepted 


Tablets of 1 Cat Unit in bottles of 
30 and 100. 


Literature and samples gladly sent 


on request. 


CHARLES C. HASKELL & CO., Inc. 
RICHMOND, VIRGINIA 
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SURGICAL INSTRUMENTS— 


EQUIPMENT Ano LABORATORY 
APPARATUS 


W. O. HESTER 


SHOW ROOM—308 North 12th Street—Phone 2-0862. 
RESIDENCE—3122 West Grace Street—Phone 4-6612. 


Richmond, Virginia. 
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For the shy, nervous, retarded or unsocial 
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ville. Enrollment limited. Booklet. 
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np accent INSURANCE 


For Ethical Practitioners* Exclusively 


$5,000.00 accidental death $33.00 
$25.00 weekly indemnity, health and accident per year 
$10, $10,000. 00 accidental death ofvinn 
$50.00 weekly indemnity, health and accident per year 
$15,000.00 accidental death ede 
$75.00 weekly indemnity, health and accident per year 


37 years’ experience under same management 


$1,500,000 INVESTED ASSETS 
ASSURE ABILITY TO PAY 
More Than $8,000,000.00 Paid For Claims 


Disability need not be incurred in line of duty—benefits 
from beginning day of disability 


Why don’t you become a member of these purely professional 
Associations? Send for applications, Doctor, to 
E. E. ELLIOTT, Sect’y-Treas. 


Physicians Casualty Association 
Physicians Health Association | 
400 First National Bank Bldg. 

OMAHA, NEBRASKA 
200,000 deposited with State of Nebraska for our members’ protection 
*15,000 are already members. 


An aqueous liver extract SOLUTION | 
of proved potency and LIVER 
economy. EXTRA( 
One U. S. P. oral unit 
in every one and one- VALENTINE 
half ounces. te 


Coneentrated— 
for 
oral administration 


Contains Vitamin B 
“complex” 


VALENTINE COMPANY, Inc. 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 


(The Pioneer Post-Graduate Medical Institution of America) 


UROLOGY 


SURGICAL ANATOMY CYSTOSCOPY 
UROLOGIC OPERATIONS AND ENDOSCOPY 
DIAGNOSIS AND DERMATOLOGY 


OFFICE TREATMENT AND SYPHILOLOGY 
REGIONAL ANESTHESIA DIATHERMY 
PROCTOLOGY PATHOLOGY 
NEUROLOGY ROENTGENOLOGY 

OPERATIVE UROLOGY (cadaver) 


For Information Address 


MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, New York City 
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OBSTETRICS AND 
GYNECOLOGY 


A FULL TIME COURSE. IN OBSTETRICS: 
LECTURES; PRENATAL CLINICS; WITNESS- 
ING NORMAL AND OPERATIVE DELIVERIES ; 
OPERATIVE OBSTETRICS (MANIKIN). IN 
GYNECOLOGY: LECTURES; TOUCH CLINICS; 
WITNESSING OPERATIONS; EXAMINATION 
OF PATIENTS PRE-OPERATIVELY; FOLLOW- 
UP IN WARDS POST-OPERATIVELY. OBSTET- 
RICAL AND GYNECOLOGICAL PATHOLOGY. 
REGIONAL ANESTHESIA (CADAVER). AT- 
TENDANCE AT CONFERENCES IN OBSTET- 
RICS AND GYNECOLOGY—OPERATIVE GYNE- 
COLOGY (CADAVER). 
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ASTHMATICUS 


Ephedrine Sulphate 


FOR SUBCUTANEOUS OR INTRAMUSCULAR USE 


Employed principally in treating the paroxysms of 
asthma, but useful also in hay fever and urticaria. 


Ephedrine Hydrochloride 


FOR SUBCUTANEOUS OR INTRAMUSCULAR USE 


Uses same as Ephedrine Sulphate. Both are contra- 
indicated in cases of nervous conditions, hyper- 
thyroidism, and cardiac affections. 


SUPPLIED: 


Both are supplied in 1 cc. ampules containing % gr. (0.05 gm.) 
in boxes of 12, 25, or 100; also, in 30 cc. rubber-capped vials. 


Products of 


CHEPLIN BIOLOGICAL LABORATORIES, INC. 
SYRACUSE, NEW YORK 


Known for Purity, Quality, and Integrity 
IN AMPULE MEDICATION 


Distributed by 


POWERS & ANDERSON, Inc. 


Surgical Instruments, Hospital Supplies, Etc. 


NORFOLK, VA. RICHMOND, VA. 


COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


(IN AFFILIATION WITH COOK COUNTY HOSPITAL) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 

MEDICINE—Personal Courses and Informal 
Course starting every week. Two Weeks Course 
in Internal Medicine starting June 5, 1939. 

SURGERY—General Courses One, Two, Three and 
Six Months; Two Weeks Intensive Course in Sur- 
gical Technique with practice on living tissue; 
Clinical Courses; Special Courses. Courses start 
every Monday. 

GYNECOLOGY—Two Weeks Course starting Feb- 
ruary 27, 1939. Clinical and Personal Courses 
starting every week. 

OBSTETRICS—Two Weeks Intensive Course 
starting March 13, 1939. Informal Course start- 
ing every week. 

FRACTURES AND TRAUMATIC SURGERY— 
Informal Course every week; Intensive Ten-Day 
Course starting February 13, 1939. 

OTOLARYNGOLOGY — Two Weeks Intensive 
Course starting April 10, 1939. Informal Course 
starting every week. 

OPHTHALMOLOGY — Two Weeks Intensive 
Course starting April 24, 1939. Informal Course 
starting every week. 

CYSTOSCOPY—Ten-Day Practical Course rotary 
every two weeks. 

General, Intensive and Special Courses in all 
Branches of Medicine, Surgery and the Specialties. 
TEACHING FACULTY—Attending Staff of 
Cook County Hospital. 


Address: REGISTRAR, 
427 South Honore Street, Chicago, Illinois 


PLATES FOR LINE 
AND HALFTONE 


PRINTING 
/O/ Governor St DRAWINGS - 
Richmond Va. — RETOUCHING 


The Medical Examining Board 
of Virginia 


WILL HOLD ITS NEXT MEET- 
ING IN RICHMOND, JUNE 21- 
23, 1939. All upplications should 
be complete in the hands of the 
Secretary at least ten days in ad- 
vance. For further information, 
write Dr. J. W. Preston, Secretary- 
Treasurer, Roanoke, Va., or Dr. P. 
W. Boyd, President, Winchester, 
Va. 
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an Gastric Tissue Juice Extract 


ENZYMOL 


PROVES OF SPECIAL SERVICE IN THE TREATMENT OF PUS CASES 


ENZYMOL resolves necrotic tissue, exerts a reparative action, dissipates foul odors; | 
a physiological, enzymic surface action. It does not invade healthy tissue; does not dam- 


age the skin. 


It is made ready for use, simply by the addition of water. 


These are simply notes of clinical application during many years: 


ABSCESS CAVITIES 

ANTRUM OPERATION 
SINUS CASES 
CORNEAL ULCER 
CARBUNCLE 

RECTAL FISTULA 


DIABETIC GANGRENE 

AFTER REMOVAL OF TONSILS 
AFTER TOOTH EXTRACTION 
CLEANSING MASTOID 
MIDDLE EAR 

CERVICITIS 


Originated and Made by 


Fairchild Bros. & Foster 


New York 
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PHYSICIAN 


Should Be Informed Regarding 
GILLILAND 


Pneumonia Products 


A Complete Line of 
DIAGNOSTIC AND THERAPEUTIC SERA 
Is Being Offered 
and is available through Virginia State Health Department 


THERAPEUTIC SERUM (HORSE) 
THERAPEUTIC SERUM (RABBIT) 
DIAGNOSTIC (TYPING) SERA 


IMMUNE GLOBULIN 
(Human) 
Of definite prophylactic value in measles, and in the treatment 
and modification of the disease. It is of especial value in young 
| infants, in whom the disease carries high morbidity and mortality. 
Supplied in 2 cc. and 10 cc. Vials. 
| 


Write for Literature and Prices 


THE GILLILAND LABORATORIES, INC. 
MARIETTA, PA. 
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VERIFY THE FACTS 
YOURSELF 


Just as important as how many cigarettes—is what brand of 
cigarettes your patient smokes. 


Researches on the subject of irritation of the nose and throat 
due to smoking have proved conclusively that . . . 


When smokers changed to PHILIP 
MORRIS every case of irritation cleared 


completely or definitely improved. 


Smoke Philip Morris. Enjoy the advantages of a better ciga- 
rette. Verify for yourself the superiority of Philip Morris. 


Reprints of studies, as published in leading medical journals 
will gladly be sent you on request.* 

Tune in to“ JOHNNY PRESENTS” on the air Coast-to-Coast 

Tuesday evenings, NBC Network . . . Saturday evenings, CBS 


Network... Johnny presents “What’s My Name” Friday 
evenings— Mutual Network 


PHILIP MORRIS & CO. 


LJ Proc. Soc. Exp. Biol. Philip Morris & Co. Ltd., Inc. 

oe LS 1934, 32, 119 Fifth Avenue, New York 

ia * Please send me copies of the reprints checked. 
LJ} Laryngoscope, 1935, 

XLV, 149-154 NAME 
L) N. Y. State Jour. Med., Ae 

1935, 35-No. 59° ADDRESS 
O Laryngoscope, 1937, STATE 


XLVII, 58-60 
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Nasal Congestion 


ACCEPTE D 


MERIC, 

MEDICAL 
ASSN. 


BENZEDRINE 
INHALER 


A VOLATILE 
VASOCONSTRICTOR 


Each tubeis packed with amphetamine,S.K.F., For shrinking 
0.325 Gm.; oil of lavender, 0.097 Gm.; menthol, h 
0.032 Gm. the nasal mucosa in head colds, 


sinusitus, hay fever. 


SMITH, KLINE & FRENCH LABORATORIES, PHILADELPHIA, PA. 
ESTABLISHED 1841 
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RECENT ADVANCES IN THE SCIENCE OF NUTRITION 


VI. The Chemical Identification of Thiamin or Vitamin B, 


@ An outstanding accomplishment of Ameri- 
can Biochemical research has been the 
chemical identification—by degradation and 
by synthesis—of thiamin or pure vitamin 
Bi (1). Thus, another dietary essential long 
known by its physiologic functions has been 
identified chemically, in this instance as a 
quaternary thiazole. 


This discovery is of the most basic im- 
portance in the field of vitamin Bj research. 
Determination of the chemical nature of 
this factor permits not only explanation of 
certain previously known facts concerning 
vitamin B}, but in addition, has opened new 
fields of research. One of these is already 
concerned with the development of a reli- 
able chemical method for estimation of 
thiamin which will be generally applicable 
to foods. 


At present, quantitative determination of 
vitamin B] necessarily requires the use of 
one of the several bioassay methods avail- 
able for that purpose. None of these is 
entirely satisfactory (1, 2). Perfection of a 
chemical method for quantitative measure- 
ment of thiamin in foods would add greatly 
to our knowledge of its occurrence in nature, 


as well as permit more comprehensive studies 
of factors which might influence the stabil- 
ity of vitamin B] in foods. We have a relative 
paucity of such data relating to vitamin B] 
when the available information on vitamin 
C is considered. 


It should also be stated that the synthesis 
of thiamin—which is now produced on a 
commercial basis—has already provided 
the clinician with a most useful diagnostic 
tool. Administration of the pure vitamin in 
cases of suspected thiamin deficiency, with 
notation of the therapeutic response, con- 
stitutes the most trustworthy means of de- 
tecting avitaminosis B1. After the diagnosis 
has been confirmed and the immediate de- 
ficiency corrected by administration of 
thiamin, it is desirable that future adequate 
supply of vitamin Bi be obtained through 
dietary readjustments (1). 


In this connection, commercially canned 
foods deserve particular mention. Nutri- 
tional research (3, 4) on various members 
of this class of foods has demonstrated 
their potential value when included in a 
varied diet calculated to supply optimal 
amounts of vitamin 


AMERICAN CAN COMPANY 


230 Park Avenue, New York, N. Y. 


(1) 1938. J. Amer. Med. Assn. 110, 727. 
(2) 1938. Ibid. 111, 927. 
(3)a. 1936. J. Nutrition 11, 383. 

b. 1936. J. Amer. Diet. Assn. 12, 231. 


(4)a. 1932. J. Nutrition 5, 307. 
b. 1932. Ind. Eng. Chem. 24, 457. 


We want to make this series valuable to you, so we ask your help. Will you 
tell us on a post card addressed to the American Can Company, New York, 
N. Y., what phases of canned foods knowledge are of greatest interest to you? er P " 
Your suggestions will determine the subject matter of future articles. This is 
: the statements in this advertisement 
the forty-fifth in a series, which summarize, for your convenience, the con- are acceptable to the Council on Foods 
clusions about canned foods reached by authorities in nutritional research. of the American Medical Association. 
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Painstaking laboratory investigation and thor- 
ough clinical study are the heritage of each 
Lilly Product. Such a background leaves but 
one obligation to be fulfilled. Carefully planned 
marketing must place control of the drug in 
the hands of the physician. J Lilly Products 
are distributed only through ethical channels. 


LIVER EXTRACT, LILLY 


AMPOULE SOLUTION Liver Extract, Li.Ly—Contains1 U.S.P. 
unit per cc. Supplied in 10-cc. rubber-stoppered ampoules. 


AMPOULE SOLUTION LIVER ExTRACT CONCENTRATED, LILLY— 
Contains 2 U.S.P. units per cc. Supplied in 10-cc. rubber- 
stoppered ampoules and in packages of four 3.5-cc. rubber- 


stoppered ampoules. 


AMPOULE SOLUTION LiveR Extract PuririeEp—Contains 15 
U.S.P. units per cc. Supplied in packages of three 1-cc. 
rubber-stoppered ampoules. 


Evi Litty anp Company 


INDIANAPOLIS, INDIANA, U.S.A. 
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Virginia Medical Monthly 


Official Publication of the Medical Society of Virginia 
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WASHINGTON’S PREDILECTION FOR DOCTORS AND DOCTORING. 


WALTER A. WELLS, M.D., F.A.C.S., 
Washington, D. C. 


George Washington’s boyhood ambition was to 
join the Navy, but this he had to forego, due to the 
strenuous opposition of his mother. Opportunity 
made him a surveyor. He could not resist the allur- 
ing offer of his influential neighbor Lord Fairfax. 
But had not events soon begun to transpire that led 
to a life-long devotion to the defense of his country, 
he might well have become a doctor, for, as we shall 
show he not only manifested throughout his whole 
career a great partiality for the company of the doc- 
tors, but also extraordinary interest in and practical 
knowledge of the healing art. 

It is, I believe quite generally known that the most 
intimate friend Washington ever had was his per- 
sonal physician, Dr. James Craik. There was no 
one he so much loved and trusted. 

They met in the days of Washington’s first mili- 
tary campaign fighting the French and Indians, and 
a friendship originated that lasted through life. Dr. 
Craik became as one of the family at Mt. Vernon; he 
accompanied Washington on his frontier explora- 
tion; he was with him in every battle of the Revolu- 
tion, and he was at his bedside as physician and 
friend in his last illness. 

Few people know, however, besides Dr. Craik, 
how many other doctors there were who belonged to 
Washington’s intimate circle of friends—the most 
welcome of his guests at Mt. Vernon, his campanions 
of the chase, and at social gatherings, and later 
many of them taking high places in the councils of 
state or in the military. The greatest perhaps was 
Dr. Hugh Mercer (like Craik a Scotchman born and 
graduate of the University of Edinborough). It was 
the friendship that sprang up between the young 
Colonel and the young Doctor that led Mercer to 
emigrate from his home in Pennsylvania and settle 
in Fredericksburg, Va. Here, in his apothecary shop, 
Was a room set aside as office for Washington, the 


surveyor. They must have often sat together, swap- 
ping yarns, and sometimes perhaps, when joined by 
other cronies, indulged in a game of cards. When 
the war with England broke, Dr. Mercer of Colonial 
days became General Mercer of the Revolutionary 
War. He had a brilliant military career, ending all 
too soon when he lost his life but gained undying 
fame at the battle of Princeton. 

Then too was that clever young Irishman, Dr. 
James McHenry. Washington soon discovered that 
he had rare executive ability and made him his pri- 
vate secretary during part of the War. Later settling 
in Baltimore, he became prominent in public affairs 
and was elected as delegate to the Constitutional 
Convention. When Washington became president, he 
turned to Dr. McHenry to take office of Secretary of 
War, a place that he continued to hold also into the 
Adams Administration. Fort McHenry, Md., is so 
named in his honor. 

Especially close personal friends of Washington 
were Dr. Gustavus R. Brown and his nephew, Dr. 
William Brown. Dr. Brown, the uncle lived in a 
grand old manor at Port Tobacco, Md., still stand- 
ing, with the room that is pointed out as the one 
which Washington always occupied on his visits in 
that section. Dr. William Brown lived in Alex- 
andria, and his family likewise was on familiar 
terms with the Washington family. Later on, this 
Dr. Brown became Surgeon-General of the Army. 

Then there was young Dr. David Stewart, who 
married Eleanor Custis, the daughter of Benedict 
Clavert, and widow of Jack Custis, Washington’s 
step-son. Washington held in high esteem Dr. 
Stewart’s ability, and it is said often unofficially 
sought his opinion on political questions of the day. 

There was combined in the person of the Rev. 
Charles Green both the office of clergyman and phy- 
sician. He was rector of the Truro Parish church, 
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which the Washington family attended, and he was 
sometimes called to prescribe for their bodily ills. 
Naturally he was a welcome guest at Mt. Vernon. 

Responsibility for the medical care of Washing- 
ton’s slave population was at one time consigned to 
Dr. William Rumney, at another to Dr. James 
Laurie, both of Alexandria, and both frequently 
mentioned as house guests at Mt. Vernon. 

There is an amusing reference to a visit of Dr. 
Laurie at Mt. Vernon, in Washington’s Diary: 

“1760—April 9—Dr. Laurie came here; I may 
add drunk. 

April 10—Mrs. Washington was blooded by Dr. 
Laurie, who stayed all night.” 

Dr. Rumney was at one time himself taken ill 
while there, causing Washington to postpone a trip 
to the frontier country. 

Among other doctor friends of his own state who 
especially distinguished themselves we must not for- 
get Dr. Arthur Lee and Dr. Theodoric Bland, both 
of whom were later members of the Continental Con- 
gress. Dr. Lee also went as Commissioner to France 
and was instrumental in securing the help of the 
country in the struggle for independence. 

When Washington went to Philadelphia to serve 
as the first president, he still showed the same pre- 
dilection for doctors, as in Virginia. We learn from 
his diary that there were no places where he more 
frequently dined than at the home of the distin- 
guished physicians of that city in that day, viz: Dr. 
Thomas Cadwalder, Dr. John Bond, Dr. Benjamin 
Rush and Dr. William Shippen. 


If we cast about to discover if we can the reason 
for Washington’s partiality for doctors and doctor- 
ing, we may find it perhaps in the first place in his 
early contact with illness in his own family—and 
secondly in the necessity of having personally to 
superintend the sick among his slaves. 

The first serious duty that fell to his lot in life 
was to go on a trip to Barbadoes as a companion and 
nurse to his elder brother Lawrence, stricken with 
consumption. (And while there he himself was taken 
down with an attack of small-pox, which left its 
mark, but was not disfiguring.) 


The physician called in to treat Lawrence was 
Dr. William Hilleary. We see a striking example of 
the exact reverse of practice since that day, in the 
regime that the patient was endeavoring to observe 
faithfully, viz: to exercise strenuously and to ab- 
stain from meat and strong drink. Dr. Hilleary was 
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referred to as an eminent physician. He was later 

as we know, the author of a work on the climate 

and the diseases of Barbadoes, published in 181} | 
with notes by the famous Dr. Rush. 

Col. Lawrence grew rapidly worse and had to lk 
brought back to die at Mt. Vernon, to which he 
named George as eventual heir. z 

The next close contact with illness that drey 3 
heavily on the sympathies of George Washington os 
was in the case of little Patsy Custis, his step. 0% 
daughter. Although Irving and other biographes 0% 


The last portrait of George Washington. (From collection of 
portraits of the Washington Centennial Commission.) Supposed 
to have been done in 1797 by Dr. Elisha Cullen Dick, one of 
Washington’s physicians in his last illness. 


have stated that Patsy had phthisis, all the evidence © 
points to epilepsy. No father could have been more : 
devoted to his own child than Washington was to 
Patsy. He sought in every direction a cure for her 
affliction. He took her to the best doctors in Wil 
liamsburg and, when nothing seemed to be of avail, 

in desperation he resorted to quacks. Her death in 
early life prostrated him with grief. 

Again, in later years, Washington became greatly 
distressed because of the grave illness of a favorite 
nephew, Major George Augustine, that must have rt 
minded him of the fatal illness of his favorite 
brother, for in fact it was the same disease. Wash- 
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ington sent him at his own expense to the West 
Indies, without benefit, and when his case became 
desperate, left Philadelphia where he was serving his 
first term as president, to visit him in Mt. Vernon. 
In a letter to Secretary of War Knox, he speaks of 
the case in almost professional language: “The ex- 
treme and dangerous illness of my nephew, who has 
an affection of the lungs and for the last two or three 
days a copious discharge of pure blood from them, 
by which he is so much reduced as to be almost un- 
able to speak, places it out of my power at present 
etc. 

A year or two later, Washington learned that 


to pass any sentence upon .. .” 


Anthony Whiting, his manager of Mt. Vernon, was 
suffering with rheumatism. So he wrote him, “Flan- 
nel next to the skin is the best cure of rheumatism I 
have ever tried.” 

His successor William Pearce suffered from ma- 
laria. And to him he wrote, “I am sorry that you 
among others have the ague and fever. It has been 
from what I hear uncommonly rife this year occa- 
sioned it is presumed by the wetness of the summer. 
An emetic after it becomes regular, as I mentioned 
in one of my former letters, and care generally re- 
move it.” 

Washington’s penchant for prescribing for his fel- 
low-man’s ailments did not stop with his family and 
employees, but sometimes extended to include his 
guests. 

Elkanah Watson has recorded an interesting ex- 
perience: ““The first evening I spent under the wing 
of Washington’s hospitality, we sat a full hour at 
table by ourselves without the least interruption. 
After the family had retired, I was extremely op- 
pressed by a cold and excessive coughing, contracted 
by the exposure of a harsh winter journey. He 
pressed me to use some remedies, but I declined doing 
so. As usual after retiring, my coughing increased. 
When some time had elapsed, the door of my room 
was gentl7 opened, and on drawing my bed-curtains, 
to my utter astonishment I beheld Washington him- 
self standing at my bedside with a bowl of hot tea in 
his hand.” 

There is one instance too in which Washington 
volunteered medical help to a hostess. He was on a 
visit to Newport, R. I., to consult officers of the newly 
arrived French fleet. He was attending a reception 
in the home of a Mrs. Christopher Ellery, who on 
account of illness was not able to be on hand but 
was represented by her daughter, Miss Betsy. This 


young lady was suffering from a sore throat, so 
severe she was hardly able to speak above a whisper. 
Washington, observing this, could not let the oppor- 
tunity pass without offering a prescription. He said 
he himself often suffered from sore throat, and he 
would like to suggest a remedy if she would use it; 
she said she would. The remedy he advised was 
bwiled onions in molasses. 

As stated, the necessity of looking after the health 
of a large number of slaves made him familiar with 
disease and means of taking care of it, for although 
Washington employed at a salary a physician to at- 
tend them, there were many little ills for which he 
did not think it necessary to call on him. 

There is evidence that he did not undertake this 
duty altogether unprepared for it, for in the invoice 
of his library we noted the following books: 

The Sick Man Visited. 
Balanico—Medical Dissertations. 
Medical Tracts. 

Leigh on Opium. 

In looking after such an army of slaves, Wash- 
ington of course had to encounter some cases of 
malingering. And he had too some very definite 
ideas on that subject, as we can see in an extract 
from a letter to an overseer: “I observe what you 
say of Betty Davis, but I never found so much diffi- 
culty as you seem to apprehend in distinguishing be- 
tween real and feigned sickness, or when a person 
is much afflicted with pain. Nobody can be very 
sick without having a fever, nor will a fever or any 
other disorder continue long upon anyone without 
reducing them. Pain also if it be such as to yield 
entirely to its force, week after week, will appear by 
its effect, but my people (many of them) will lay 
up for a month, at the end of which no visible change 
in their countenance, nor the loss of an ounce of 
flesh will be discoverable, and their allowance of 
provision is going on as if nothing ailed them.” 

He kept on hand always an ample supply of 
drugs, as you may judge from extract of some orders 
that went to the house of Cary & Co., London: 

4 oz. tinct. of myrrh 

4 oz. balsam sulphur 

4 oz. pulvus basilic 

2 oz. mer dulces 

¥% |b. ipecauanha powder 
¥% Ib. jalap powder 


12 oz. Venice treacle 
4 oz. best rhubarb, etc. 
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In the order that went out in 1767, we find sur- 

gical instruments included: viz: 
2 best lancets 
2 common lancets. 

Also, at this time too he was ordering ‘Jesuits 
bark” in great quantity. This was the name then 
used for cinchona, the source of quinine. There was 
much malaria along the Potomac then, Washington 
himself being a frequent victim. 

A few entries from the diary will give you an idea 
of Washington’s attention to his sick slaves: ‘1760— 
January 28—Found the new negro Cupid ill of pleu- 
risy at Dogue Run Quarter and brought him in a 
cart for better care of him.” 

“January 30—Cupid was extremely ill all this 
day and at night when I went to bed I thought him 
within a few hours of breathing his last.” 

“February 3—Breechy was laid up this morning 
with pains in his breast and head attended with 
fever.” 

“February 4—Breechy’s pain increased and he 
appeared extremely ill all this day. In suspense 
whether to send for Doctr. Laurie or not. Visited 
my Plantation and found two negroes sick at Wil- 
liamson’s Quarters, viz: Gregg and Lucy: ordered 
them to be blooded.” 

When Washington, from being a country gentle- 
man, became at the age of forty-three the head of the 
Army, he transferred the solicitude for the health of 
his employees and his slaves to the solicitude for the 
health of his soldiers. 

We learn that his first act after reviewing the 
troops in the field was to visit the hospital, and he 
wrote at once to Congress: “I have made inquiry 


into the establishment of the hospital and find it in 
a very unsettled condition. I could wish it were im- 
mediately taken into consideration as the lives and 
health of both officers and men depend so much on 
regulation of this department. . . . I have been atten- 
tive to the least symptom of small-pox: and hitherto 
we have been so fortunate as to have every person 
removed so soon as not only to prevent any commu- 
nication but alarm or apprehension it might give in 
the corps. We shall continue the utmost vigilance 
against this most dangerous enemy.” 

And so through the whole period of the War, 
Washington was most diligent in safe-guarding the 
health of his army; he personally supervised the 
sanitary conditions of the corps and often gave spe- 
cific directions as to the personal hygiene of soldiers 
and he took a positive stand in favor of inoculation, 
at a time when this procedure was not popularly ap- 
proved. 

It is doubtful if a great military commander be- 
fore or since ever had such a true appreciation of the 
importance of the health of the army for the success 
of war. On this score England had a costly lesson 
in the Crimean war, half a century later, in the dis- 
graceful loss of 18,000 men who died in hospitals 
from wounds and diseases compared to only 2,61:¢ 
killed in battle. 

The success of the Revolution and achievement of 
our independence may be owing in no small measure 
to Washington’s keen interest in the healing art, and 
his close association with medical men of marked 
ability. 

1606 Twentieth Street, Northwest. 


RECOLLECTIONS OF A COUNTRY DOCTOR. 


M. O. Burke, M.D., 


Richmond, Virginia. 


Many years ago eighty-five recent graduates came 
to Richmond to obtain permission to practice medi- 
cine in the State of Virginia. The examination was 
held in the Legislative Hall of the Capitol. We 
struggled for two days and two nights with the ques- 
tions given by the Examining Board, and the next 
day we awaited anxiously to hear the verdict. Forty- 
five passed and forty failed. This was my only ex- 
perience in the legislature. 


Armed with a diploma and a certificate from the 
Medical Examining Board, both stating that I was 
duly qualified to practice medicine, I expected the 
people of Russell County to at least recognize the 
fact that I was a doctor; they accepted the title but 
for several months they seemed to think it was only 
a part of my name. 

I traveled from Bluefield to Castlewood on the 
first through train.over the Clinch Valley Railway. 
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The building of a railroad through that secluded 
part of Virginia was the beginning of a new era for 
the people, a complete change of their habits and a 
devastation of their primeval forests. I sometimes 
wonder if so-called modern progress was a blessing 
to those people. A contented, independent, pros- 
perous population has become a restless, more or less 
dependent, and in a measure a dissatisfied public. 

Today the forests are gone; many of the green 
carpeted hills and valleys are brown corroded spots. 
A people who made most of the things they needed 
and used are now dependent upon factories and dif- 
ferent modes of transportation. 

The cobbler’s bench and saddler’s horse, the hand 
loom and quilting frame, the flax and spinning wheel 
are found only in antique shops. The scythe and 
sickle are rusting in some forgotten shed. The mill- 
stones adorn the entrance of some estate whose owner 
probably does not know the difference between the 
old country flour and the white patent flour which is 
mostly starch. 

The streams, once teeming with fish, have no at- 
traction for the angler; the woodlands, once the 
hunter’s paradise, no longer lure the hounds. Even 
the old copper still, from which trickled brandy and 
corn in their purity, has given place to “bottled in 
bond” or moonshine. The saddle horse, honored by 
Bob Taylor as “Poetry in satin skins”, has been re- 
placed by the gasoline engine. 

Has modern progress helped or hindered ? 

If you will consider the picture of Virginia as that 
of a huge shoe, its back bathed by the waters of the 
Atlantic Ocean, its heel and sole resting on North 
Carolina and Tennessee, its toe firmly planted in the 
Cumberland Mountains, laced by Kentucky and 
West Virginia, you will find the great southwest 
filling the western fourth of this shoe. 

It is of five counties that I wish to speak, Taze- 
well, Russell, Buchanan, Dickenson and Wise, but 
most particularly of Russell and Buchanan. 

Tazewell and part of Buchanan border on West 
Virginia, part of Buchanan, all of Dickenson and 
Wise border on Kentucky. Russell is west of Taze- 
well, south of Buchanan and Dickenson and south 
and east of Wise. 

Through this section extend two mountain ranges, 
each of the Appalachian System. 

Somewhere in West Virginia Big Sandy Ridge 
starts west, forms the border line between Tazewell 


and West Virginia, separates Russell from Buchanan 
and Dickenson and wanders on through Wise; its 
longest arms reach northward. As its name implies, 
its formatiorn is sandstone, beautiful and useful 
building stone. When. first quarried it can be cut 
with a hatchet or sawed with a carpenter’s saw; after 
long exposure to the air it is as hard as granite. It 
is in this region that we find the coal fields. There 
are three workable practically horizontal seams of 
coal above water level, known as drift mines. There 
are several seams below water level which may some 
day be worked; they will be shaft mines. 

On the Southern border of Tazewell and Russell 
is another range of mountains, Clinch mountain. 
This mountain is limestone, and the country between 
the foot hill of Big Sandy and Clinch mountain is 
underlaid with lime stone. 

Between the two main ranges are several broken 
ranges and innumerable hills. Most of the valleys 
are narrow and tortuous. This is a natural blue 
grass country. The first farmers of this section had 
trouble with the blue grass. A field cleared one year 
would be covered with blue grass the next year, and 
they said the blue grass would ruin the country. 
They afterwards found that it was a valuable asset. 

This section is drained by Clinch river and its 
tributaries, which wander through Tazewell, Russell; 
Wise and Scott; then goes into Tennessee to join 
the Holstone and form the Tennessee river. 

Many years ago there were many caves in this 
lime stone country; in the course of time the stalac- 
tites and stalagmites met and left a wealth of onyx. 

Fifty years ago these hills were covered with virgin 
timber; there were millions of yellow poplars measur- 
ing fifty to eighty feet to the first limb, three to six 
feet in diameter. 

Until the late eighties the nearest railroad stations 
were Saltville and Abingdon. 

The inhabitants of this part of Virginia were Eng- 
lish, Irish and Scotch descent. It is here that we 
find the purest type of the Anglo-Saxon race. 

It was in this section and among these people that 
I spent the most valuable part of my life. 

The first four months were spent in Castlewood. 
The first month brought no calls; as the third month 
was waning I became somewhat discouraged and 
wondered if I had studied the wrong profession. 

One of the farm hands asked me to pull an aching 
tooth; he sat on a log in the yard while I secured a 
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firm hold with the forceps and pulled with all my 
strength; he came over the log and was pulled over 
the grass until the forceps slipped, but the tooth was 
as securely attached as ever. I extracted the ache 
but not the tooth. This was my last experience in 
dentistry. 

Shortly after this a young lady had a very bad 
case of quinsy; I was called and was very glad to 
render any assistance that I could. I spent most of 
the time nursing this patient until nature came to 
the rescue and ruptured the abscess. 

The station agent got tangled up over his balance 
sheet; it was about one dollar and seventy cents short 
and he could not account for it. He worried over it 
for two days, then decided to shoot it out. The ball 
passed through his chest and stuck in the wall of 
the room, missing his heart about one-half inch. I 
examined his wounds, found the breath coming from 
both entrance and exit wounds, but apparently no in- 
ternal bleeding. I dressed his wounds; then came 
near fainting from the thought of what might have 
happened. He was up in a week, said he had not 
promised any body that he would not try it again. 
Some of the officials found the mistake in his figures. 
So he threw the gun away and stuck to his job. 


The last of September Dr. Dew asked me to take 
his practice at Honaker as he was leaving for Eastern 
Virginia. I left Castlewood Tuesday morning at a 
very early hour, as I had to make the journey on 
horseback; the distance by road was twenty-eight 
miles. 

When I started the entire valley was shrouded in 
a dense fog. The clear cool nights of September 
were generally accompanied by fog. When I had 
traveled half way up Sandy Ridge the fog was set- 
tling I paused at the top of the ridge to view the 
scenery; far to the South was Copper Ridge, clothed 
in every hue of autumnal tinted foliage. The valley 
was a vast silvery lake of mist. In a little while the 
gray veil vanished, revealing rolling pastures, in- 
terspersed with clumps of woodland, and, in devious 
turns, Clinch river appeared, accompanied, first on 
one side, then the other, by a serpentine railroad. I 
resumed my journey on what would have been a long 
lonesome road had not nature supplied a gorgeous 
picture at every turn of the highway. After traveling 
several miles I met the postman (mail carrier) and 
asked the distance to Honaker, “Hits about ten mile’. 
I thought my interest in the scenery had shortened 


[ Februar 


the journey until a few hours later I met anothe 
man who told me it was about fifteen miles, an § 


later on, another, who said it was about twenty mil 0 


I then asked if I was on the right end of the roag fy 
“Oh yes, jest follow that road up the creek till yo, s 
come to Sim Comb’s store; then cross the ridge ‘ 3 
turn left, follow the mountain road and you'll git» 9 : 
Honaker afore sun down.” 
Later in the afternoon, emerging from a very nar. 
row pass between the hills, I saw a village which | | 
soon learned was Honaker, and the sun was not ye 
down. 
My first impression was that Honaker was reache 
from the north by a canyon; the south by a narto 


pass between the hills; from the east by a deep cu, 3 
and from the west by a tunnel. 4 
that there were four fairly good roads entering th 
town. 


I afterwards foun 


The morning after my arrival Dr. Dew took me ty 
see a patient with typhoid fever. To reach the hous 
it was necessary to go by a path over two steep hill, § 
through three gates, two sets of drawbars and on 
One of the hills was so steep that my saddle 
not secured by a breast strap, slipped back and back 
until both saddle and rider went over the horse’s tail 


fence. 


I visited this patient every other day until his re. 
covery. His account is still on an old ledger withn 
credits. 

There were no more idle days. 

There were very few good roads. Most of th 
homes were reached by paths. There were mam 
gates to open, drawbars to lower, and fences to le 
down. Often the paths were the beds of creeks. 

The sound of “Hello Doctor” for a while was wel- 
come; later a little disturbing, especially when one 
had not slept two hours out of the twenty-four, ex- 
cept the sleep obtained on horseback. From neces 
sity I became an expert saddle sleeper. 


Swords Creek, the next station east, notorious for 
fights and murders, was aptly called Butcher Knife. 

An escaped convict was supposed to be secluded in 
a home near the village. The officers had deputizei 
a man from Honaker to assist in the arrest. This 
man was placed in front of the house while the off- 
cers guarded the sides and rear of the house. He 
was instructed to shoot any one leaving the hous. 
After waiting in the darkness for an hour or mort, 
the door was opened and a man stepped into the 
yard. The deputized officer fired; unfortunately i 
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was the head of the household, an elderly man. Dr. 
Dew was called at once. The ball had struck the 
sixth rib, ranged upward to the axilla and diagonally 
down to the seventh rib in his back and was easily 
removed. The ball did not go beneath the ribs, yet 
the man died from pneumonia in less than a week. 

There was a great deal of excitement, bitter feel- 
ing, and fear that a family feud would result. 


THRESHING WHEAT 

I had often heard the darkies threaten to flail the 
life out of some one, but had not taken the trouble 
to look up the word. 

I had seen wheat thrashed by steam power, by 
horses hitched to a sweep and driven in a circle to 
generate power, and by treadmill power, but had 
never seen it thrashed by hand power. In passing I 
saw a man and boy vigorously beating a pile of straw 
with what seemed to be broken poles. I stopped to 
satisfy my curiosity. There was a rail pen with rail 
floor, a canvas sheet under the rails, and the grain 
and chaff fell on the canvas sheet. The flail was a 
six-foot pole, the handle; a three-foot pole, the arm. 
There was a hole in one end of the arm and handle, 
and through these holes was tied a piece of rope, 
making a joint. When sufficient quantity of grain 
had been flailed, the sheet was taken out, the man 
holding one end, the boy the other end; and shaken 
until the chaff was blown away by the wind, the 
grain was then poured into a box or bag and the 
sheet replaced under the pen. I later learned that 
many primitive methods were the most practical 
modes of cultivating and harvesting crops on steep 
land 

AN Earty CALL 

I was awakened one frosty morning by a shrill 
voice from the lane below my window; I went to 
the window. The caller said, “‘We need a doctor on 
Kent’s Ridge right away; a woman is mighty sick; 
she may be dead by this time.” ‘Come in and get 
warm while I get ready.” “I ain’t got time to come 
in.” “You must be cold and you could tell me about 
the patient while I dress; it will take less time if 
you come in.” With that I closed the window and 
proceeded to get ready. He came in and I saw 
disappointment written all over his face. He had 
come for a doctor and thought he had found a mere 
boy. He told me the nature of the case and I knew 
that there was no immediate hurry. It was a two- 
hour’s ride and most of the time was spent in answer- 


ing his questions. I pretended to be very ignorant 
about such cases—in fact, I had had very little ex- 
perience in that particular line of work, but knew 
what should be done. 

When we reached the house I think he was thor- 
oughly disappointed. I left him with a group of 
men in the yard and proceeded to professional duties. 
It required probably fifteen minutes to relieve the 
patient. I then joined the men in the yard. After 
a little while my caller asked how the patient was. 
“Do you think you can save her, doctor?” “I hope 
she will get well.” ‘“‘Ain’t you going to do anything 
for her?” “ I have done all I can at present.” ‘The 
men were restless and uneasy. I was enjoying the 
situation when the husband came out and told the 
men that the patient was all right. My caller walked 
around me once or twice, then stopped and said, 
“You show do know your business.” 


CEREBROSPINAL MENINGITIS 

During the Spring of 1892 we had an epidemic 
of cerebrospinal meningitis. Mcst of the victims 
were fourteen to twenty-two years of age. I felt en- 
tirely helpless in this crisis, and wrote to my father, 
Dr. Jas. P. Burke, Huntsville, Alabama, and to Dr. 
Hunter McGuire, Richmond, for advice. Their let- 
ters were similar, both stating that there was no 
specific for the disease, to keep them as comfortable 
as possible with opiates and to cxpect most of them 
to die. There were more than forty cases with a 
death rate of 50 per cent. I have never been threugh 
a more heart rending experience than that epidemic. 


My First AMPUTATION 


The section hands never bought coal; they ap- 
propriated a daily supply from the coal cars. The 
grade on Finney Hill was too steep for the engines 
to pull a full train, so half of the train was brought 
up and left on the siding while the engines went back 
for the other cars. 

The son of one of the section men was getting his 
night’s supply of coal and failed to get off betore the 
train began to move. He fell with one leg under 
the wheels, the foot and ankle being crushed be- 
yond repair. 

I never liked surgery and had no instruments ex- 
cept a pocket case; I purchased a key hole saw at the 
store, and borrowed a butcher knife. Boiled mv 
saw, butcher knife, scalpel, artery forceps, scissors, 
needle and thread and proceeded to arrange for the 
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operation. A cabin is rather a crude operating room. 
There was no doctor near enough to get in less than 
six to ten hours, and this was an emergency. The 
only voluntary help I could obtain was the local 
blacksmith. 

I gave the anesthetic; then, with the assistance of 
the blacksmith, amputated the leg. However, I did 
not need the butcher knife. 

The boy made a speedy recovery and, by the aid 
of a forked apple tree limb, shaped and padded, was 
soon out at play. Twenty years later the boy ob- 
tained the position of station agent; he later lost his 
job, and wanted to sue the railroad for losing his leg. 


TypHoID FEVER 

There were a great many cases of typhoid fever 
every Summer. All of the people used spring water. 
In selecting a home site, they selected the spring 
first, and built the house near the spring, generally a 
little above it; consequently, the drainage from the 
buildings frequently polluted the spring. All the 
springs became muddy or milky after a rain, showing 
that the source of the spring was not far away. In 
most of the hollows there were two to six houses. 
Every hollow had its creek fed by many springs. If 
there was a case of typhoid in the upper house, later 
there were cases in the lower houses. It was very 
easy to trace the source of infection. 

To protect them from future infections, we in- 
structed the people to burn all excreta from the pa- 
tient and to boil all dishes and linen, to observe 
cleanliness as strictly as possible; to disinfect the 
springs and, when possible, to use a spring above 
the building. 

I soon learned that people who had had typhoid, 
no matter how remotely, were practically immune; 
only six in 1,000 claimed to have had typhoid pre- 
viously. The routine liquid and starvation treat- 
ment caused extreme weakness, emaciation and pro- 
longed convalescence. We often encountered two to 
four cases in one family; hence it was easy to study 
the effect of diet and medicine. 

Drugs seemed to have very little beneficial effect. 
Digestants were always needed. Foods that could 
be digested were allowed and water administered 
freely. After four years the number of cases was 
decidedly decreased. I soon came to the conclusion 
that sanitation, nursing and food were the important 
factors in typhoid. Since one attack rendered most 
people immune to a second attack, I hoped that some 
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day we might find something that would prevent the 
first attack. 


A Down Race A Loc. 


A rawboned mountain giant was getting out saw 
logs when he met with a serious accident in trying 
to out-run a log down hill. There was a long steep 
ridge; some of the virgin forest remained at the top 
of this ridge and there were several valuable yellow 
poplars, remnants of the primeval forest. The side 
of the ridge had been cleared and was now a blue 
grass pasture; from the top of the ridge it was an 
easy matter to start the logs rolling. They found 
their way to the bottom or foot of the ridge very 
quickly, and it was bad luck for anything to attempt 
to check them in their downward progress. The 
poplars had been cut and sawed into regulation 
lengths; this man had rolled most of them out and 
they were resting at the foot of the ridge ready to 
be hauled to the railroad. It was nearly sundown 
and one more log was to be rolled out. It was thrill- 
ing to watch the logs hurrying down the hillside, 
gaining momentum at every turn. 

This last log rolled only a few feet when it en- 
countered a sapling which stopped its progress; it 
almost changed ends, but did not have quite enough 
speed to complete the circle. There were three ways 
to overcome the obstruction—first, to cut the sapling 
on lower side of the log, but this was too dangerous; 
second, roll the upper end up the hill a few feet, but 
this was rather strenuous for one man; third, was to 
roll the lower end down hill; this was the easiest way 
but required a quick eye and a fleet foot to escape 
the log when it turned and started on its journey. 
He pried and strained with his crowbar and started 
his race for a safer place. He had almost reached 
his goal when he hung his toe under a root or rock 
and fell full length down hill. Just as he raised 
himself on hands and knees, the sharp edge of the 
log struck him in the middle of his “‘posterum:’”’ and 
split him wide open for several inches. The cut ex 
tended through skin and flesh into the rectum and 
part of the bone. | 

The messenger had to ride ten miles to reach me 
and ten miles back to the patient, quite a long agon- 
izing wait for a marathon runner. 

After cleansing the wound, repairing the walls of 
the rectum, adjusting the bones, sewing the muscles 
and skin, putting on a comfortable binder around the 
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hips and prescribing powders to partially ailay the 
pain, I left him to the tender mercies of nature and 
the anxious care of his family. 

On my return I was surprised to find him cheer- 
ful and comparatively easy. The soft tissues healed 


and the bones united without leaving a deformity or 
any incapacity. In six weeks he was able to super- 
intend the loading of his logs; the defeated runner 
was victorious in the end,-—both ends. 

204 East Franklin Street. 


EXPERIENCE WITH PROSTATIC RESECTION.* 


E. W. Kirsy, M.D., 
and 
Joun H, Nerr, M.D.,¢ 


Charlottesville, Virginia. 


Prostatic resections were first employed by us in 
the spring of 1932. At the outset the procedure was 
used most cautiously and only for the smaller glands. 
By 1934 it had become the operation of choice for 
82 per cent of the operable prostatics. The average 
percentage for the period since 1934 has been 90. 
This level of usage has been maintained simply be- 
cause, in our hands, resecticn has proven to be the 
safest and least expensive method of obtaining satis- 
factory relief from all except the very large prostates. 
It is no more than fair to say that we have arrived 
at this position rather unexpectedly, almost reluc- 
tantly. A reversal of the trend would at no time have 
caused surprise and such may still be in store for us. 
Certainly we have full personal knowledge that re- 
section is technically far more difficult to perform 
than a suprapubic prostatectomy and that it carries 
its own peculiar dangers of catastrophe. 

Our series is comprised of 443 resections on 382 
consecutive patients. The admission status of these 
men differed in no essential way from the average 
for any like series handled in the past by prostatec- 
tomy. They presented with customary frequency the 
serious clinical problems created by neglected ob- 
struction and infection in the urinary tract as well as 
by other important but unrelated diseases (Tables I 
and II). The vast majority were between sixty and 
eighty years of age. Sixty-two per cent carried a 
residual urine of 300 cc. or more and one-half had 
complete retention. Cancer was demonstrated for 
approximately 15 per cent and with the usual in- 
cidence of metastases. One the bases of renal func- 
tion, changes in the cardiovascular system, the state 


_*From the Department of Urology, University ot Vir- 
ginia. 

Read at the sixty-ninth annual meeting of the Medical 
Society of Virginia, in Danville, October 4-6, 1938. 

*Dr. Neff has died since this paper was read. 


I 
ADMISSION STATUS 

Age Residual Urine 
45-59 60 Retention 186 
60-69 172 ce. 50 
70-79 127 =100-199 ce. 51 
80-89 21 200 cc.—up 78 
90-93 2 No record 17 
Rating as Surgical Risks Type of Gland 
Good : _ 222 Benign 326 
Fair 131 Malignant 56 
Poor 29 


of nutrition and strength, accompanying conditions, 
mental outlook and age, we have tried to grade the 
patients as surgical risks. A little less than two- 
thirds were rated as good risks, the remainder fair 
to poor (Table I). There was no selection of better 


TABLE II 
ACCOMPANYING CONDITIONS ON ADMISSION 
Vesical Diverticula - 20 Tumor of Bladder 2 
Anemia 17. Duodenal Ulcer 2 
Vesical Calculi ___._. 16 Leukemia ae 1 
Syphilis ______________ 10 Cancer of Stomach 1 
Epididymitis __________ 10 Pernicious Anemiia 1 
Myocardial Insufficiency 8 Urethral Stricture 1 
Hydronephrosis _______ 7 Cancer of Rectum | 
Diabetes Mellitus 4 Epithelioma Penis 1 
Renal Calculi _...____. 3 Pulmonary Tuberculosis 1 
Aortic Stenosis = 1 


risk patients for resection; if anything the opposite 
was true. 

The vital importance of adequate and proper prep- 
aration of the prostatic for operation is universally 
recognized and the principles of the regimen are 
soundly established, certainly in the practice of com- 
petent urological surgeons. This is not the time and 
place for a restatement of these principles. Suffice it 
to say that the pre-operative care of our patients com- 
ing to resection has been identical with that of those 
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coming to prostatectomy. As a matter of fact, the 
decision as to whether a given obstruction should be 
cared for by resection or prostatectomy has not been 
made until the patient has been gotten in sufficiently 
good shape to warrant whichever procedure seemed 
indicated. The period of preparation in the hospital 


Taste III 
CoMPLICATIONS DuRING PERIOD OF PREPARATION 
Pyelonephritis 39 Paroxysmal Tachycardia 2 
Auricular Fibrillation.. 5 Coronary Occlusion____ 1 
Femoral Thrombosis___ 3 Heart Block 1 
Acute Alkaline Cystitis_______ 1 
Prostatic Abscess____-__------ 1 


was five days or less for forty-nine patients, two to 
three weeks for 103, three weeks or more for 149. 
Quite apart from a slow return of adequate renal 
activity, various complications necessitated pro- 
longed pre-operative treatment (Table III). 
Preliminary drainage was had by all save ten of 
the series, 391 by an indwelling urethral catheter, 
thirty-three by intermittent catheterization, nine by 
a cystostomy. Thirty-nine were decompressed. We 
continue to feel that this step may be a life-saving 
contribution for a small but definite number of pa- 
tients. The men resected without preliminary drain- 
age had normal kidney function, were in good gen- 
eral condition and the urine was free of infection. 
For them no attention was paid to even a large 
amount of residual urine. This represents a de- 
parture from the routine use of drainage whenever 
there was considerable residual no matter how good 
the systemic and renal status of the individual. We 
find ourselves more and more inclined to omit pre- 
operative drainage under the conditions stated. 


Cystoscopy, prior to resection, has been done in 
almost 100 per cent of these men. In fact, the cysto- 
scopic findings have largely determined the choice 
between resection and prostatectomy. Inspection of 
the bladder and prostatic urethra and the equally 
valuable palpation of the gland through the rectum 
upon the contained cystoscope, have furnished the 
most accurate estimate of the size of the gland and 
of the feasibility of a resection. Additional and 
necessary information has been obtained about the 
bladder itself. Papillary carcinoma, for example, 
was found in two patients, vesical calculi in sixteen 
and diverticula in twenty. True it is that the pres- 
ence of most, but not all, stones was shown in pre- 
viously made X-ray films. The direct views of the 


calculi, however, were peculiarly helpful in deciding 
whether litholapaxy could be wisely combined with 
resection. We have made cystograms only after find. 
ing diverticula and then for the purpose of demon- 
strating their size and the extent to which they re. 
tained urine when the bladder was emptied. We have 
had no experience with the diagnostic use of urethro- 
grams either before or after resection. 

The choice between prostatectomy and resection 
has been relatively easy for the large majority of 
these patients. Obviously the so-called bars, the 
fibrotic glands and the hypertrophies of moderate 
size were ideally suitable. It needs to be said, how- 
ever, that no prostates require a more careful opera- 
tion than these. A surprisingly small amount of re- 
maining tissue may seriously mar the result and, on 
the other hand, one may get tragically off-side if over 
zealous with the cutting loop. The margin of safety 
may truly be quite thin. 

For larger glands resection has been employed 
where we felt that, in approximately an hour, that 
mass of tissue could be removed which would amount 
to doing an instrumental prostatectomy. Thirty 
grams or less were removed from 260 patients, thirty- 
one to seventy grams for seventy-two (Table IV). 
Inaccuracy of our original estimate or technical diff- 
culties causing discontinuance of a resection before 
completion, have forced us to do a fair number of 
secondary resections. Only in the exceptional in- 
stance, however, have we planned multiple resec- 
tions from the start. 


Carcinomatous glands causing obstruction have 
been resected when this was technically possible. 
Some of them naturally have had to be resected a 
second or even a third time after varying intervals. 
Even so, the men of this group have had notably 
greater comfort than similar patients for whom 4 
permanent cystostomy has been established. So far 
we have seen no evidence of the operation stimulating 
the cancer to more rapid growth and we have had 
patients go four years with minimal vesical disturb- 
ance even though the cancer was extensive when 
operated upon. Palliative radio therapy has, of 
course, been utilized for many of these malignant 
prostates. 

A certain group of poor-risk patients deserves 
mention. These were men having benign, relatively 
small glands whose condition precluded considera- 
tion of a prostatectomy. The choice lay between 4 
cystostomy and a resection. We have successfully 
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resected many of them with little more reaction than 
after a cystostomy. Two outstanding examples in 
this group were patients operated upon over fifteen 
months ago at the respective ages of ninety and 
ninety-three. They are still alive and enjoying good 
vesical function. 

Vesical calculi or diverticula usually have not pre- 
vented a resection of prostates otherwise suitable. 
Small stones have been removed through the resecto- 
scope, larger ones readily crushed and evacuated at 
the same sitting or a later one. None of the twenty 
patients with diverticula have so far required subse- 
quent attention therefor. With the adequate drain- 
age afforded by the removal of the obstructing pros- 
tate, vesical function has become satisfactory. 
Cystograms made at intervals for some of these pa- 
tients have demonstrated a‘striking shrinkage in the 
size of the diverticulum after prostatic resection. 

All resections have been done under either spinal 
or sacral anesthesia (Table IV). Our preference is 
distinctly for the latter. The percentage of failures 
has been slightly higher with sacral, but these have 
been no significant ill effects and the immediate post- 
operative course on the average has been definitely 
less disturbing. For the lack of a better explanation, 
we have attributed two instances of severe shock to 
the use of spinal. In addition, patients done under 
a spinal anesthetic have, in general, caused us more 
concern during the first thirty-six hours than those 
under sacral. 


TasLe IV 
METHOD OF ANESTHESIA 

Spinal 141 ~=Failures 4+ Ill Effects 2 
Sacral 241 Failures 10 Effects 0 

QUANTITY OF TISSUE REMOVED 
1-10 gms. _ _.... 90 31-40 gms. 38 
11-20 gms. me: 110 41-50 gms. 18 
21-36 gms. 60 51-70 gms. 16 

No Record 50 

Period OF HospITALIZATION AFTER RESECTION 

1-3 days 10 8-14 days 137 
4-7 days 164 15 days and up 54 


This is not the fitting occasion to discuss the tech- 
uique of a prostatic resection in great detail but out 
of our experiences, particularly the unfortunate ones, 
we feel it wise to emphasize certain features. All 
hecessary equipment should be on hand in duplicate 
and in good working order. Any essential part may 
fail miserably at a critical moment and the set-up 
should permit prompt replacement without jeopar- 
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dizing the patient’s welfare. Our operations have 
been done solely with the McCarthy resectoscope. 
For activation of the loop, we prefer a machine which 
delivers tube current for cutting and the damped 
current from a built-in spark gap unit for coagula- 
tion. This combination has proven more efficient 
than any other we have tried. 

Good vision and complete orientation must be 
maintained throughout the operation. There must be 
no blind cutting and no excision at the vesical neck 
At the same time, the 
cuts should be made rapidly and bleeding from small 


with the bladder undistended. 


vessels ignored provided satisfactory vision is pos- 
sible. The larger vessels are encountered as the pro- 
static capsule is approached and coagulation of them 
must be thorough. All obstructing tissue from the 
level of the outlet 
should be removed. The irrigating fluid should be 
practically clear and the bladder entirely free of 


verumontanum to the vesical 


resected tissue before the patient is returned to the 
ward. 

In this series the bladder has been perforated four 
times, once beyond the interureteral bar and, in three 
instances, at the juncture of the bladder and prostate. 
Three of these patients died. Seriously troublesome 
hemorrhage during a resection has occurred in 
twenty-two patients. One some occasions control of 
such bleeding has so delayed the operation that the 
resection had to be completed at another session. 
When any state approaching shock has developed, 
the operation has been promptly discontinued after 
meticulous coagulation of bleeding points. 

It is our matured judgment that prostatic resection 
is one of the most difficult urological operations and 
that it should never be undertaken by the inexperi- 
enced or occasional operator. The problem of train- 
our junior assistants in its performance has been a 
trying one. This we have solved reasonably well by 
having them sit in on a goodly number of resections 
by senior members of the staff and during their resi- 
dency undertake resections on increasingly difficult 
glands under constant scrutiny and direction. The 
majority of the resections reported in this series were 
done by successive residents in the department. 

The post-operative care of the resected patients 
can be suggested only in outline. It has required 
the same unfailing attention to innumerable details 
as during the period of preparation. 

A closed, sterile irrigating system, with separate 
leads to reservoir and bedside receptacle from a Y 
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tube attached to the large indwelling catheter has 
been set up promptly, the patient was returned to bed. 
Alternate release of clamps upon the tubes for inflow 
and outflow has permitted ready irrigation by the 
nurse at such intervals as were necessary to prevent 
occlusion of the catheter with clots. Usually after 
twelve or twenty-four hours the drainage has been 
quite clear and the catheter has customarily been re- 
moved on the third, fourth or fifth day and left out, 
provided the patient emptied his bladder satisfac- 
torily. Upon undue bleeding, either early or late, 
the patient has promptly been brought to the cysto- 
scopy room, the clots evacuated and bleeding points 
coagulated. After any resection one cystoscopy room 
has been kept ready for use on short notice. Hemor- 
rhage after some of the earlier operations was con- 
trolled by opening the bladder and placing a Pilcher 
bag in the prostatic bed. This radical method has 
been unnecessary during the last four or five years. 
Serious shock, frequently associated with hemor- 
rhage, has been met in eleven of the patients. This 


has been combated in accordance with the particular © 


clinical picture for each incident. Transfusions have 
been invaluable not only in these emergencies but in 
many other situations created by various other com- 
plications, listed and unlisted, which space will not 
permit discussing (Table V). 


TABLE V 
Post-OPERATIVE COMPLICATIONS 


Pyelonephritis 19 Congestive Failure_ 2 
Hemorrhage 15 Coronary Thrombosis._ 1 
Shock 11 Mesenteric Thrombosis. 1 
Epididymitis __________ 11 Perforation Duodenal 
Periurethral Infiltration 5 eee 1 
Extravasation Urine__. 4+ Gangrene Corpus 
.......... 4+ Spongiosum ____- 1 
Auricular Fibrillation. 3 Pelvic Cellulitis 1 
Erysipelas ____._.__-_ _. 3 Femoral Thrombosis- 1 
Pulmonary Infarct__-______-__ 1 


Notwithstanding many serious complications, the 
post-operative course of the large majority of the 
resected patients has been remarkably smooth. The 
average maximal temperature after operation for the 
whole series was 101.6°. Forty-five per cent of the 
365 survivors were discharged within a week or 
less, slightly over 80 per cent within two weeks. This 
compares most favorably with the average period of 
confinement after a suprapubic prostatectomy. We 
would be most happy could we anticipate having one- 
half of our patients, after prostatectomies, ready for 
discharge within three weeks. 


Two or more resections have been required {y 


14.4 per cent of the whole group. As indicat 
earlier in this paper, these multiple resections ha 
usually been forced upon us and not planned. Wh, 
the bladder has not emptied adequately after the jy 


dwelling catheter was first removed, this has bee 
replaced for a longer period of drainage. Explam. 
tion for a continued unsatisfactory function has bee 


sought by cystoscopic investigation. Obstrucii 
tissue so demonstrated has usually been remoy 
within two weeks. The reaction after most of thes 
secondary resections has been as smooth as after th 
first but for some has been very severe indeed. \\ 
are convinced that three or four deaths were direct! 
attributable to repeated resections and think it pro 


able that these patients might have recovered had a 


original prostatectomy been done. Late secondar 


resections have been performed for eight patient 
Two of these had cancer and the necessity for a &- 


ond operation was not unexpected. The others ha 
had their original resections from 1932 to 1934 an 
returned after a period of months or years becaus 


out of our inexperience, the first operation had mj 


been sufficiently radical. 

Seventeen patients died after resection (Table VI 
The deaths due to perforation of the bladder we 
obviously caused by technical errors and should ha 
been avoided. Those attributed to hemorrhage a 
shock were at least theoretically avoidable. T! 
ethers corresponded to inescapable hazards of sut 
gery for the elderly prostatic. We doubt whether s 


can materially better the mortality rate of 4.45 pe 


cent in the years ahead. (It is noteworthy that t! 
rate for the 150 patients over seventy years of a 


was exactly 4 per cent.) The mortality figure fe 


a numerically equal series of prostatectomies was 4 


most double that for resections (Table VI). Thi 
advantage for resection is a compelling argument i 
favor of this operation, provided equally good result] 


are obtained. 

In a paper presented before this Society sever 
years ago we used certain arbitrary criteria in 4 
attempt to grade the results for patients surviv 
prostatectomy or resection and have followed t 


same methods again. The rating “Good’’ has be§ 
given whenever bladder function has been essential! § 
restored to normal. Where there have been 0] 


single features as a residual urine of 30-50 cc, 


heavy infection, a slight amount of incontinence ¢§ 
an undue frequency, and yet the result has fundr§ 
mentally been a good one with promise of better fun § 
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Taste VI 
IMMEDIATE CAUSE OF DEATH 
Pyelonephritis __ 3. Perforation Duodenal 
Perforation Bladder 3 Ulcer 1 
Hemorrhage and Shock 3 Pelvic Cellulitis 1 
Pneumonia - _.._.. 2 Pulmonary Tuberculosis 1 
Coronary Thrombosis 1 Mesenteric Thrombosis. 1 
1 


Radical Proctectomy 


CoMPARATIVE MortTALity RATES 


382 Consecutive Prostatectomies 8.12% 

thes 382 Consecutive Resections 4.45% 

'ter the 4 CoMPARATIVE RESULTS FOR PATIENTS DISCHARGED 

d. W 5 Good Satisfactory Poor 

lirectl After Prostatectomy 83.7% 13.7% 2.6% 
After Resection 75.2% 21.7% 3.1% 


tion later, we have classed the result as ‘‘Satisfac- 
tory’. The results have been called ‘‘Poor” 


larger residual, incontinence of urine, marked diffi- 


for 


culty in voiding, persisting suprapubic fistula, dis- 
tressing frequency of urination, and so on. The clas- 
sification has been based on each patient’s condition 


at the time of discharge from the hospital or that 
ascertained at an early follow-up examination. The 
functional results after prostatectomy were derived 
from the study of 247 case histories (Table VI). 
We do not believe there would have been any signifi- 
cant variation had the series exactly matched in 
number that of the resections. The net result of 


1ad mt] 


le VI 
Wer 
ld hai 


ge al 


. Th the comparison of functional results after prostatec- 
of sut tomy and after resection has been to show no signifi- 
ther ¥ cant difference between the two groups. 
45 pe In concluding this report on our experiences with 
hat tl prostatic resection during the last six years, we feel 
of ag impelled to emphasize the outstanding impressions 
ure for that we have formed and which will guide us in the 
was 4 future : 

This 1. Resection is far more difficult to perform than 
ment 1 a suprapubic prostatectomy and should be under- 
result im taken only by those adequately trained. 

2. Preparation of the patient before resection is 

sever just as necessary as before prostatectomy. 
. ina 3. Only those patients should be resected for 
rvivin whom, preferably at one sitting, that volume of 
ved th tissue can be removed which amounts to doing an 
as bet instrumental prostatectomy. 
ent" e+. Patients with obstructive cancer of the prostate 
n su are much more comfortable after a resection, when 
) oa technically feasible, than after a cystostomy. 
pe Approximately 90 per cent of operable prosta- 
ia can in our hands, be handled by resection and 


will obtain equally good functional results in a 
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shorter time and with a lower mortality than after 
prostatectomy. 
DIscussION 
Dr. Austin I. Dopson, Richmond: 
after doing very few resections, I stated before this or- 
ganization that this method of treating prostatic hyper- 
trophy had a very definite place in urological surgery, 


Several years ago, 


and that its usefulness would be determined by individual 
operators, insofar as they themselves were concerned. 

Time has pretty well borne out this statement. Un- 
fortunately, at first the method was over-advertised, and 
it was pushed by instrument makers and by those who 
were over-enthusiastic—not so much as to the value of 
the procedure, because that has been well proved, but to 
the fact that the procedure was a minor one, as compared 
with open prostatectomy. 

I think it has been shown that, as compared with open 
prostatectomy, it is a minor procedure in properly selected 
cases. I believe, when carried out by competent men, it 
does carry a lower mortality, when those men with very 
large hypertrophies are eliminated. 

I want to say one or two things about the preparation 
of patients. Doctors Neff and Kirby state that the prepa- 
ration is exactly the same as for prostatectomy and that 
is as it should be. I occasionally have a patient come in 
who has been told that he can have a resection the next 
day and return home in a few days. Physicians at large 
should learn that this is no more possible with resection 
than with prostatectomy and it should not be promised a 
patient who has not had the opportunity of urological 
examination that this or that can be done,—causing dis- 
appointment of the patient and some embarrassment to the 
urologist. 

Preparation of a prostatic patient begins with the doctor 
who first sees the patient. With a patient who has been 
brutally catheterized and traumatized and infection set 
up before he reaches the hospital, there may result a long 
pre-operative period and sometimes a fatal outcome. So, 
preparation begins with the doctor who sees the patient 
first, and the manner in which he treats the patient fre- 
quently determines the course the patient is going to take 
when he reaches the hospital. I think the sooner we get 
a general understanding among all doctors that gentle- 
ness and cleanliness are the most important details, the 
better. 


As to the anesthesia, I have used spinal anesthesia in 
most of my cases. I have found that the continuous ad- 
ministration of glucose during the operation has helped 
a great deal in the use of spinal anesthetic and has pre- 
vented the low falls in blood pressure, shock and other 
bad results that may occur from the use of spinal anesthetic 
and it has permitted me to send the patient back to his 
room in better condition generally than before this method 
was used. 


Since using glucose continually, I don’t recall when a 
spinal anesthesia has given me concern. This was put 
into effect because of the fact that a patient died on the 
stretcher on the way to his room. He left the operating 
table with a pressure of 110, but this man’s normal blood 
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pressure was 220 and particularly in a patient who carries 
a high blood pressure, the fall of 100 mm., even though 
it remains above 100, is a matter of concern to that 
patient. 

I am glad that attention was called to the fact that 
adequate tissue must be removed—that practically a proc- 
tectomy must be done to insure results. At first men talked 
of cutting grooves and making a channel and it was said 
that a certain amount of shrinkage took place, so that not 
so much had to be removed to give results. In my practice 
I have not found this to be the case. There is no more 
shrinkage in resection than from drainage of the bladder. 
From time to time, in trying to prepare a patient in the 
ofhce, I have irrigated and massaged and treated myself 
out of an operation; the patient would obtain a certain 
amount of relief and refuse operation. Shrinkage of the 
prostate does not result from a resection and all ob- 
structing tissue must be removed if results are to be 
obtained. 

Insofar as post-operative care is concerned, this differs 
in no essential from that which has already been reported. 
However, after the catheter has been removed, if the pa- 
tient’s residual is not diminishing, we go back and remove 
more tissue. 

I find that after the catheter has been removed, if we 
replace the catheter at night, giving the patient a good 
night’s rest and take it out the next morning, enabling 
him to walk around the hospital and empty his bladder at 
will until pronounced bladder irritability has subsided, 
convalescence is hastened. 

I have certainly enjoyed this paper. It presents the 
status of this subject in the hands of the best clinicians 
and it determines what I believe will be the place of 
transurethral resection in urological surgery. 

Dr. M. H. Topp, Norfolk: May I ask a very elementary 
question? In acute retention of the urine in a patient 
who has had a large bladder for a long time, is it wise to 
empty the bladder at once, or is it better to decompress 
slowly ? 

Dr. Dopson: I meant the intravenous use of glucose, 
using five per cent glucose in normal saline or Ringer’s 
solution, the rate of flow regulated according to the blood 
pressure, to keep the blood pressure at what is normal 
for that individual. 

Dr. Linwoop D. Keyser, Roanoke: ‘This interesting 
paper prompts me to review some of my own experiences 
with prostatic resection. About 1926 I began using the 
Caulk cautery punch in a small series of cases with median 
lobe obstruction. Bumpus’ modification of the Braasch 
punch was developed and with it I began removal of 
lateral and median lobe tissue with satisfaction. When the 
McCarthy Stern instrument appeared and was popularized 
by Davis, I adopted this instrument for use in most 
cases. Our series of cases now runs over seventy, small 
to be sure; but it has afforded a varied experience. After 
sixty-four successful resections, the four deaths came in 
succession, one from pulmonary embolism on the fifth day, 
a second from coronary heart disease in the fourth week 
after protracted hiccough and hemorrhages at repeated 
intervals, a third from uncontrollable hemorrhage from a 
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soft fungus adenomatous gland, and the fourth from cer. 
bral hemorrhage three days after operation. These deaths 
occurred in feeble old men and in retrospect seem to haye 
been hardly avoidable. 

Sepsis has not been troublesome. Late bleeding has 
been a factor of considerable moment in five cases. On 
patient started profuse bleeding in the third week afte; 
operation. After temporary control for several days x 
a time, hemorrhage would recur with alarming propor. 
tions, requiring multiple transfusions and finally second 
ary coagulation of the prostatic bed for control. Usually 
late bleeding is controlled by catheter and compression 
to the perineum and more recently by the introduction of 
a hemostatic bag. 

We have not yet had to do secondary resection, although 
severa! paticnts might have had a better result had this 
been done. 

One case of slight but definite urinary extravasation 
postericr to the triangular ligament recovered on catheter 
drainage alone. The largest amount of tissue removed 
has been 46 gm. ‘The longest operation took about tw 
and one-half hours, too long to be sure. I feel that after 
one hour, if not enough tissue has been removed, hemo- 
stasis should be carried out and the operation ended. 

We have a predilection for transacral rather than 
spinal anesthesia, especially in the infirm, let us sa 


“rickety” old man. Incontinence has not marred ou § 


series to date. Hospitalization has averaged two weeks 
This could have been shorter as a rule except for the fact 
that many patients lived in remote districts and we feared 
to allow their return home until the danger period of 
secondary hemorrhage had passed. 

I wish to emphasize certain principles in the technique 
of resection which I have found of value. 

1. Take time to have the patient in the best possible 
physical condition. 

2. Determine routinely the coagulation time. 

3. Resect each lobe systematically and completely, a: 
tending to hemostasis as you go. The portals of entry of 
blood supply should be coagulated after the technique o! 
Davis. Cut cautiously in the floor of the prostatic urethr 
The subjacent venous plexus bleeds freely, requires mut 


coagulation for control and it is in this area that I have § 


found late bleeding when the slough separates. 


4. Try to have the urine as clear as possible before ap 


plying the indwelling catheter. I have used hemostat 


bags only occasionally. Their introduction scours tt 9% 
prostatic bed, provokes more bleeding temporarily a 


often causes severe pain. 


5. Keep the patient on the operating table or on 0% 
adjacent bed for fifteen to twenty minutes after insertig 
the catheter to determine the degree of immediate blect 
ing. If this is excessive, sufficient anesthesia will usual) § 
be present to allow reintroduction of a resectoscope a © 


coagulation of bleeding points. 


6. Drape the patient and bring the catheter throu? § 
a perforation in the drape sheet so that a nurse attendatt 3 
can observe the patient without embarrassment and irrigat § 
the catheter at frequent intervals for a six-hour period, * § 


i 
i 
tl 
T 
cl 
re 
= 
st 
of 
gl 
ca 
th 
st 
ev 
we 
ca 
j res 
siij 
out 
he 
P 2 
the 
gui 
dal 
thi 
usu 
Th 
ver 
Wo 
Ha 
dia 
tior 
at 
é 


cere- 
leaths 
have 


has 
One 
after 

at 

ropor- 

cond: 
sually 
ession 
ion of 


hough 
this 


sation 
atheter 
moved 
ut two 
t after 
hemo- 

r than 
US Say 


od our 


weeks 
he fact 
feared 
riod of 


+hnique 


rossible 


ely, at: 
ntry of 
ique of 
irethra 
much 


I have § 


fore ap: 


mostati 
urs th 
‘ily an 


r OD 2) 


e bleed 


usualls 
ope 


throug 
ttendat 
irrigat 
riod, 


1939] 


moving clots and noting the appearance of excessive bleed- 
ing. 

Dr. B. E. Harrett, Norfolk: I would like some in- 
formation, and would like some comments from the essay- 
ist and from Dr. Neff if he is here. 
that I have had no such series as Dr. Neff and Dr. Kirby. 


First, I would say 


To date, we have had 120 to 130 of these resections. 

In the beginning I was thoroughly dissatisfied with re- 
section. I would have been happy if all these instruments 
could have we had 
reached the point where we felt that with open operation 


been thrown overboard, because 
we could take out the prostate of almost any man that was 
still breathing. 

In our series we have had seven deaths. Most of these 
occurred in the early years when we were still in the first 
grade; but we persisted, and last year, in around fifty 
cases, had only two deaths,—one in a man who had had 
three strokes and still insisted on operation, said he was 
Well, he lost,—he had another 
stroke. So far this year we have had no death. 

In the early part of the game, we found that we, like 
We 
were very much surprised to find that the repeat opera- 
tion was comparatively simple. 


willing to take the chance. 


every other resectionist, had to repeat operations. 


For instance, take the 
case of a man who at the first operation had had con- 
siderable hemorrhage, a sharp post-operative rise of tem- 
perature—a rather stormy time,—and then you find that 
That second 
resection is simple, there is little or no bleeding, only a 


you have to go back for further resection. 


slight rise in temperature, the whole course is smoothed 
out,—and we got to wondering why. 

In 1934 Kirwin was toying with the idea of applying 
heat to the prostate to produce shrinkage. In 1935 two 
men from Kansas City, Smith and Stockwell, conceived 
the idea of running over the prostate lightly with the ful- 
gurating current and then doing the resection at a later 
date. They report 125 cases without a death. Following 
this procedure there is a slight rise of temperature, 
usually 99 to 100, which subsides in three or four days. 
Then you go back and do the resection; you have reduced 
this patient to the status of a repeat operation. There is 
very little bleeding; instead of generalized tissue ooze, the 
worst you have is isolated bleeding points which you can 


easily control. The post-operative course is remarkably 
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The time consumed in both procedures is prob- 

The 

time consumed in the resection is usually remarkably 


smooth. 


ably less than would be required for resection alone. 


short and frequently we can go through without using 
coagulation at all. 

We have done twenty to thirty cases in this manner. 
There have been no repeats, there has been no death in 
this group, and, as I said, the whole course has been 
remarkably smooth. 
that I can recall. 

Occasionally we find that following this preliminary 
coagulation the patient can void as well as ever. 


There have been no complications 


I should like to have some discussion of this idea. I 
should like to know what Dr. Neff and Dr. Kirby think 
of it, and whether anyone else has had experience with it. 

Dr. Joun H. Nerr, University: I had planned to take 
no part in this discussion, but to turn it over entirely 
to Dr. Kirby, who had done all the work. 

I am like Dr. Harrell,—I can’t recall the name, but I 
think the doctor he referred to was a doctor from Knox- 
ville, Tenn. 

I have seen some secondary resections which were much 
simpler, with less bleeding, and then I have seen some 
in which there was even more bleeding on the second 
than on the first, and I am sure we have killed a number 
of people on account of ill-advised resections in multiple 
stages, when one good clean resection would have saved 
their lives. That doesn’t answer your question, but there 
it is, for what it is worth. 

Dr. Kirsy, closing the discussion: Some of these points 
were left out of the paper intentionally, to save time. 
About the anesthetic: In 141 patients we used spinal, 
and in 241 sacral was used. Spinal anesthesia has caused 
us considerable concern in a number of patients, partic- 
ularly for the first twenty-four or thirty-six hours after 
resection. Sacral anesthesia has caused no concern, and 
in our hands this seems to be the most satisfactory. Now 
the question about the chronically distended bladder,— 
of course, there are some urologists who drain it promptly; 
others will decompress it. It is our feeling that it is a 
life-saving procedure in certain individuals who have 
chronically distended bladders, and we suggest decom- 
I want to thank Dr. Dodson, Dr. Todd, Dr. 
Keyser, Dr. Harrell, and Dr. Neff for their discussions. 


pression. 


HEMOCHROMATOSIS—A STUDY OF THREE CASES. 


NATHAN M.D., 
Richmond, Virginia. 


The syndrome of hepatic cirrhosis, pigmentation 
of the skin and glycosuria, was first described by 
Hanot and Chauffard in 18821 and called “bronzed 
diabetes”, Although a comparatively rare condi- 
tion, being encountered in three out of 106,000? cases 
at John Hopkins and in four out of 5,000 autopsies 


at Bellevue,’ it still is deserving of our diagnostic 
Individuals who contract this malady 
usually do not seek medical advice until the disease 
is in its late stages and at this time there is no diffi- 
culty in its recognition. The peculiar iron-gray 
color of the skin, especially in the folds and about 
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the face, hands and feet, the enlarged, hardened liver 
and spleen, with ascites and glycosuria, are char- 
acteristic of no other condition. 

In the past seven years, two cases were encoun- 
tered out of 50,000 admissions to the Hospital Divi- 
sion of the Medical College of Virginia. A third 
case was observed outside of the hospital. The pur- 
pose of this study is to describe these cases with their 
autopsies and to reiterate the simple laboratory 
methods of diagnosis with a logical plan of treatment. 

Case I.—Mr. A. N., a forty-three-year-old male, 
was admitted to the hospital in November, 1931, 
complaining of expectoration and vomiting of blood. 
The first attack occurred two months before admis- 
sion. At that time the amount of blood lost was 
negligible. In this attack, the patient lost approxi- 
mately 500 cc. of blood. He had been in fair health 
for the past several years, but five years ago noticed 
a beginning discoloration of his skin. This was most 
apparent over the exposed surfaces of his body. The 
patient had been in the employ of a local gas plant 
for twenty-five years but most of his work was out- 
of-doors. He would drink alcohol occasionally but 
not in any large amount. There was no family his- 
tory of a similar condition. 


PuysicaL EXAMINATION 

A weak, malnourished elderly, white man, lying 
flat in bed and without pain. The entire body was 
covered with a peculiar, purplish-gray pigmentation. 
The pigmentation was most pronounced in the folds 
of the skin. The mucous membranes were pale but 
normal in appearance, without pigmentation. The 
eyes, ears, nose and throat were normal. The chest 
and lungs were normal. The heart was not enlarged, 
the rate and rhythm were normal, and the blood 
pressure was 118/70. The abdomen was not dis- 
tended and a firm liver was palpated four centi- 
meters below the right costal margin. A firm spleen 
was also palpated three centimeters below the left 
costal margin. ‘The extremities and reflexes were 
normal. 

LaBorRATORY Data 

Urine—specific gravity 1.035; albumin negative; 
strongly positive for sugar and a slight trace of 
acetone. 

Blood—red blood count 3,640,000; sahli hemo- 
globin 64 per cent; white blood count 5,100, with 
53 polymorphonuclear neutrophils, 1 eosinophil, 42 
lymphocytes, 1 monocyte and 3 myelocytes. Di- 
ameter of red blood cells 8.2 microns. Wassermann 


negative. Blood sugar 260. N. P. N. 40. Teter: oe 
index 13 units. 


Course IN HospiraL 

The patient stopped expectorating blood aft 
forty-eight hours in the hospital. A gastro-intestip; 
X-ray examination was negative. A skin biopsy ny 
vealed iron-containing pigment about the small bla; 
vessels and sweat glands within histiocytes and fibp, se 
blasts. This was considered diagnostic of hem 
chromatosis. The patient was placed on a high cw. 
bohydrate diabetic diet with insulin. He was di: 
charged after remaining in the hospital three week: 7) 


with some improvement in his diabetes and with» 77 

recurrence of his hematemesis. By 
READMISSION 


The patient returned to the hospital in Mari 
1932, after having become progressively weaker a! 
lost weight. He complained of pains about his ches 
and rapid heart action. The examination at tify 
time was essentially the same as on the previous a | 
mission, except that now the patient was orthopne 
the heart rate was 200 but regular, there was a m 
erate ascites and slight swelling of the ankles. 4: 
electrocardiogram revealed paroxysmal  auriculs 
tachycardia. The urine was strongly positive i 
sugar and acetone and the blood sugar was ; 
The patient rapidly grew weaker and lapsed int 
semi-coma, finally succumbing twenty-four how 
after admission. 


Post-MortEM EXAMINATION 

Gross Description: Body length 175 cm.; weigi 
80 kg. Diffuse gray pigmentation of skin, dark 
with bronzing about genitalia. Mucous membran 
pale. No edema. 

Thorax: Diffuse distribution of fibrous # 
hesions in right pleural cavity, few posteriorly 1§ 
left. No exudate or increased amount of free fui 
Right lung 440 grams, left 390 grams. Both dij 
fusely aerated except for narrow zones of atelecta’ g 
at bases. Brownish cast to cut surfaces. Bronchil 
tubes and blood vessels grossly normal except i] 
mucus in larger bronchial tubes of right lung 
Trachea and bronchi grossly normal. Tracheo-bne§j 
chial lymph nodes anthracotic; otherwise not rema™ 
able. 

Heart, 390 grams. Pericardial fluid normal § 
amount and character. Epicardium smooth with !*§ 
thin flat white fibrillar plaques. Moderate hyp'§ 
trophy of right auricle with areas of hemorrhage ® 
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its epicardial surface. Left ventricle 15 mm. thick 
Myocardium and endocardium homogene- 
Masses of coagulated blood 


at base. 
ously grayish-brown. 
lightly adherent to apical left ventricular endocar- 
dium. Valves grossly normal, except for fenestration of 
pulmonary and slight thickening of aortic with ridge- 
like plaques along line of closure. Coronary arteries 
grossly normal. The aorta presented large plaques 
without calcification or ulceration in lower thoracic 
portion. 

Abdomen: ‘Three to four liters of clear fluid. 
Fibrous peritoneal adhesions, generalized, but es- 
pecially marked and dense in upper right quadrant. 
Gallbladder removed at operation in past. 

Esophageal mucosa just above cardia presented 
two, 2 to 3 mm., ulcerations; a probe introduced into 
one entered a vein of moderate size. Stomach and 
intestines filled with blood; otherwise not remark- 
able. Mesenteric and retroperitoneal lymph nodes 
moderately enlarged and dark brown in color. Pan- 
creas, normal in size, brown, fibrotic, with cut sur- 
face throughout length mottled bright brown and 
gray. 

Liver, 2350 gms., fairly homogeneous, moderately 
soft. Indistinctly mottled, gray and brown. Cap- 
sule and trabeculae not appreciably thickened; cap- 
sule somewhat wrinkled. Malpighian corpuscles not 
recognizable. 

Adrenal glands grayish brown. 

Right kidney 220 gms., left 230 gms. Both 
otherwise grossly normal except for irregular and 
poorly demarcated cortical striation. Pelves, ureters 
and bladder grossly normal. 


MicroscopicaL DIAGNOSIS 
1. Lungs. Dense deposits of hemosiderin and of 
carbon in histiocytes of thickened perivascular and 
peribronchial connective tissue, in alveolar walls, and 
in thickened pleura; also in phagocytes within 
alveoli. 

2. Tracheobronchial lymph glands. Marked pig- 
ment deposition. 

3. Aorta. Syphilitic aortitis. 

4. Heart. The thrombus at left apex is partly or- 
ganized. Pronounced pigment deposition in muscle 
fibers; marked vacuolation and fibrillar lysis in foci. 
Narrow subepicardial zone of chronic interstitial in- 
flammatory response, proliferative, in myocardium. 

5. Stomach and intestines. 
light, in mucosal epithelium. 


Pigment deposits, 
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6. Mesenteric lymph glands. Pigment deposition 
in phagocytes of reticulum. 

7. Pancreas. Markedly atrophic and fibrotic with 
marked pigment deposition in epithelium of ducts 


and acini; islets less extensively involved. 


8. Liver. Advanced pigment cirrhosis. Portal 
vein distended. 
9. Spleen. Moderately marked fibroblastic pro- 


liferation in pulp; deposits in arterial walls. 

10. Kidney. Very little pigment, chiefly in tubu- 
lar epithelium. Toxic nephrosis; passive congestion. 

11. Bladder. Essentially normal. 

12. Adrenals. Marked pigment deposition in zona 
glomerulosa of cortex. 


ANATOMICAL DIAGNOSIS 

Hemochromatosis, generalized, with advanced pig- 
ment cirrhosis of liver and of pancreas; hemorrhage 
from ruptured esophageal varices; ascites; myocard- 
ial hypertrophy; areas of atelectasis in lungs. 

Case II.—Mr. W. S., a white male, fifty-eight 
years old, was admitted to the hospital in December, 
1934, complaining of a sore throat. He had worked 
in a malarial district for many years and intermit- 
tently developed bouts of fever. For the past year 
he had noticed a gradual change in the color of his 
skin but thought it was a natural process. There 
was no family history of any similar condition. His 
sore throat had started insidiously and at times there 
was difficulty in swallowing. 


PHYSICAL EXAMINATION 

A grayish, slate-colored, elderly white male, with 
purplish-tinged lips and tongue, lying flat in bed 
and not complaining of any pain. The pharynx 
was injected and several cervical lymph nodes were 
palpated. The chest and lungs were normal, the 
heart was not enlarged, the rate and rhythm was 
regular and the blood pressure was 138/80. A 
firm, nodular, non-tender liver was palpated, extend- 
ing six centimeters below the right costal margin. A 
firm spleen was also felt extending three centimeters 
below the left costal margin. The extremities and 
reflexes were normal. 


LABORATORY DATA 
Urine—negative for sugar. 
Blood—red blood count 3,520,000; sahli hemo- 

globin 80 per cent; white blood count 4,950, with 
50 polymorphonuclear neutrophils, 2 polymorphonu- 
clear basophils, 48 lymphocytes. Wassermann nega- 
tive. Sugar tolerance: Fasting—100 mgs., half- 
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hour—161 mgs., one hour—190 mgs., two hours— 
236 mgs., three hours—258 mgs. 


CoursE IN 
An X-ray of the chest was negative. A skin biopsy 
revealed iron-containing pigment chiefly in the his- 
tiocytes about the sweat glands. This was consid- 
ered diagnostic of hemochromatosis. The patient’s 
throat improved and he was discharged within a 
week. 


READMISSION 

The patient returned to the hospital in May, 1935. 
His throat had become progressively worse and he 
could swallow nothing but liquids. He had lost 
much weight but the examination was essentially as 
on the previous admission. Fluoroscopy of the 
pharynx and esophagus after the injection of a ba- 
rium mixture demonstrated a narrowing of the lower 
pharynx and upper esophagus. An esophagoscopy 
was performed and a mass was found at the entrance 
to the esophagus which bled very easily. A section 
from this mass revealed a hemangio-endothelioma. 
The patient improved after this procedure and was 
discharged two months later. 


READMISSION 
In August, 1935, the patient reentered the hospital 
complaining of gradual enlargement and painful 
swelling of the right side of his neck. He became 
rapidly weaker, developed a temperature reaction and 
cough and succumbed eleven days later. 


Post-MorTEM 

Gross Description: Body is that of a fairly well 
developed, poorly nourished, elderly white male, 180 
cm. in length. Dependent lividity is present but only 
slight post-mortem rigidity of the lower extremities. 
The upper portion of the body is still slightly warm. 
The pupils are round, equal and 0.5 cm. in diameter. 
The skin is a greenish-yellow over the entire body; a 
large area of ecchymosis on the dorsal surface of the 
right forearm; the skin over the legs, particularly the 
lower legs, is roughened, thickened, desquamating 
and pigmented a dark brown. The mouth is dirty, 
teeth absent and there are numerous petechiae under 
the tongue which is heavily coated with a greenish- 
yellow mucus, which also fills the nostrils. A small 
amount of bloody fluid exudes from the mouth when 
the head is turned to the side. The abdomen is 
scaphoid. There is a reddish excoriation of the skin 
of the scrotum. Anterior cervical nodes are palpable 


and firm and the larynx is prominent but no other 
masses are felt in the neck. 

Thorax: There are fibrinous and fibrous ad. 
hesions over both lungs but particularly at the apices 
and over the left lung where the adhesions are older, 


There is about 50 cc. of blood-tinged fluid in each rs 


pleural cavity. Pericardial sac contains the normal 
amount of clear straw colored fluid. 

Lungs: The right lung weighs 1,100 grams and 
left 800 grams. Both lungs are heavy, darkly colored 
and covered with fibrous tags. Both lungs are 
lightly adherent to the diaphragm. There is almost 
universal consolidation of the right upper, right lower 
and left lower lobes with involvement also of the re- 
maining lobes. There is apical emphysema on the 
left. Cut surface of both lungs is very moist in 
areas and varies in color from a deep red to a grey. 
The surface is granular in areas. Hilar nodes are 
somewhat enlarged, firm and black. The trachea 
and bronchi are filled with a mucopurulent, blood- 
tinged material. Pulmonary vessels are patent 
throughout. There is an esophageal-tracheal fistula 
which will be described in detail below. 


Heart: Weight 350 gms. Myocardium is flabby and a 


brownish-grey, coronary vessels are patent through- 


out and in remarkably good condition for the age of J 


the patient. Endocardium and valves are grossly 
unremarkable except for a large vegetation on one 


of the cusps of the aortic valve; this vegetation is m 


yellowish in color, not friable and is 1 cm. in length 
4 mm. in breadth and elevated about 3 mm. from 
the surface of the cusp. There is a milky patch about 
1 cm. in diameter on the surface of the left ventricle. 

The larynx is clear but there is a communication 
between the trachea and the esophagus about | cm. 
below the lower border of the cricoid cartilage. Both 


the edges of the tracheal opening and that of the 7 
esophageal are black, necrotic and extremely friable, 
as are the cervical tissues for a large area surround 


ing the perforation of the esophagus. No mass is 
noted in the esophagus and it is questionable as to 
how much of the changes in the neck tissues is due 


to post-mortem alterations. However, there is very ~ 


little evidence of infection in the surrounding tissues 


and no masses are demonstrated. The remainder of | 


the esophagus and trachea below the area described 
are in good condition. Cervical nodes removed for 
examination. 

Abdomen: Panniculus is scanty and the omental 
fat is also very slight in amount. The diaphragm 
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stands at the fifth rib on the right and sixth rib on 
the left. Neither the liver edge or that of the spleen 
extends below the costal margin. The intestines and 
stomach are all dafkly discolored but not friable. 
There is no fluid in the peritoneal cavity. 

Liver: Weighs 2,200 gms. and measures 26x24x8 
cm. The surface is brownish-green, rough, cirrhotic. 
The omentum is adherent to the lower margin. Cut 
surface shows peculiar dark brownish color with 
lighter yellowish-brown areas. There is very evident 
cirrhosis. 

Gall-bladder is greatly distended with thin green- 
ish-black bile and is filled with over thirty small, 
black, friable fascetted stones, remarkable uniform- 
ity in size, about .2 to .4 cm. The duct is patent, 
and the wall somewhat thickened. 

Spleen: Weight 570 gms. and measures 19x13x5.5 
cm. The organ is greatly enlarged, capsule a light 
grey, slightly wrinkled, thickened, and presents the 
white “zucker-guss” appearance in areas. The cut 
surface is reddish with grey streakings and firm ex- 
cept for slight softening of the pulp in areas where it 
scrapes away easily on the knife edge. 

Stomach and intestines: Except for the dark dis- 
coloration mentioned above and a smali firm nodule, 
submucosal, in the fundus of the stomach the gas- 
tro-intestinal tract is uninteresting from the gross 
standpoint. No blood is seen in the stomach, which 
contains a small amount of greenish-yellow material. 

Pancreas: Is soft, indefinitely outlined and pre- 
sents a peculiar brownish color of the liver. 

Adrenals: Are both deep brownish in color, very 
friable and markedly degenerated. 

Kidneys: The left weighs 200 and right 190 
gms , 13x7x3.5 cm. The capsule strips with slight 
difficulity, leaving a somewhat congested, granular, 
and occasionally pitted surface in areas, which also 
presents some brownish pigmentation. Cut surface 
bulges; differentiation and markings are poor and 
cortex measures .7 cm. in its widest portion. There 
is some congestion and increased pigmentation. The 
changes are more marked in the right organ. The 
ureters, bladder and prostate are grossly unremark- 
able except for distention of.the bladder with pungent 
brownish-green urine, and a slight hyperthrophy of 
median lobe of the prostate. 

Aorta: Shows some loss of elasticity and athero- 
matous degeneration but the most noticeable altera- 
tion is a peculiar, greenish-brown pigmentation. 
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MIcrRoscoPIcAL DIAGNOsIS 


The tumor in the wall of the esophagus is a ma- 
lignant hemangio-endothelioma (diagnosed by Dr. 
A. C. Broders) with marked secondary inflammatory 
infiltration. 

Most of the organs show more or less marked 
deposition of hemosiderin pigment. No pigment is 
found in the intestinal tract and in the esophageal 
tumor. The organs which show the most massive 
deposition of pigment are the liver, spleen, heart 
muscle, and lymph nodes. It is remarkable that the 
kidney reveals only relatively scanty pigment. 

The following observations deserve special descrip- 
tion: 

Heart: 
heart muscle fibers. 
the sarcoplasm around the nucleus only. 
the granules are distributed over the entire heart 
muscle fibers. There is also rather marked pig- 
mentation with lipofuscin. 


Massive deposition of iron is seen in the 
In some of them it is situated in 
In others 


Lung: Shows only a moderate amount of iron 
pigment in macrophages within the alveolar lumina. 

Adrenal: The reticulo-endothelial cells through- 
out the cortex have taken up fine granular pigment. 
There is massive storage of iron pigment in the 
epithelial cells of the zona glomerulosa. The epi- 
thelial cells of the zona fasciculata and reticularis 
are free from iron pigment. 

Kidney: The comparatively scanty amount of 
iron pigment is mainly deposited in tubular epi- 
thelial cells of the collecting tubules. A few tubules 
of Henle’s loops show iron deposit also. 

Liver: There is advanced metallaxis of liver tissue, 
i.e., formation of pseudo-lobules, increase of inter- 
stitial fibrous tissue with numerous new formed bile 
duct, and a moderate interstitial infiltration with 
small round cells. 
thelial cells are heavily laden with iron pigment. 


Liver cells and reticulo-endo- 


Fine granular hemosiderin is also found in the epi- 

thelial cells of the bile ducts. 
Mesenteric Lymph Nodes: 

amount of iron pigment in desquamated monocytes 


Contain a large 


in the sinuses. Almost all reticulo-endothelial cells 
have taken up fine granular hemosiderin pigment. 

Testis: Almost all the hemosiderin pigment is 
found in the endothelial cells of medium sized and 
large vessels. Only a very few scattered interstitial 
cells contain hemosiderin. 
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ANATOMICAL DIAGNOSIS 

Hemochromatosis, generalized, with pigment cir- 
rhosis of liver and generalized pigmentation of other 
viscera and skin; hemangio-endothelioma of the 
esophagus (diagnosed by Dr. A. C. Broders), with 
perforation of the esophagus and esophageal-tracheal 
fistula; mediastinitis; bilateral pleuritis with hemo- 
thorax; ulcerative endocarditis of the aortic valves; 
bronchopneumonia, bilateral; generalized arterio- 
sclerosis; chronic cholecystitis and cholelithiasis. 

Case III.—Mr. H. P., a white male, thirty-eight 
years old, was first seen in September, 1936. At that 
time he complained of general weakness, loss of 
weight, color changes of his skin, and frequency of 
urination. He had been in fair health up to a year 
ago, when he noticed that the least exertion produced 
general weakness. Although his skin had become 
slightly darkened in the past several years, it was 
now much more apparent, especially about his face, 
genitalia and feet. He was seen by a physician and 
told that he had diabetes. A strict dietary régimé 
was ordered by the physician, but the patient con- 
tinued to lose weight and the discoloration of his 
skin was more pronounced. He began noticing 
swelling of his ankles and legs. He used alcohol 
sparingly and his work as a general contractor was 
mostly out-of-doors. ‘There was no family history 
of any similar condition. 


PHysICAL EXAMINATION 

A tall, weak, white male, with a peculiar, grayish- 
slaty, color of his entire skin. This color was most 
pronounced about the scrotum, axillae and feet. The 
mucous membranes were pale and not pigmented. 
There was slight congestion of the nose and throat. 
The chest was emphysematous and a few scattered 
rales were heard in the lung bases. The heart was 
not enlarged, the rhythm and rate were regular, the 
pulse was fifty-four and the blood pressure was 
90/60. A firm, tender liver was palpated, extending 
four centimeters below the right costal margin. A 
firm, non-tender, spleen was felt, three centimeters 
below the left costal margin. The extremities and 
reflexes were normal. 


LABORATORY DATA 
Urine—specific gravity 1.018; albumin negative; 
slight trace of sugar. 
Blood—red blood count 3,180,000; sahli hemoglo- 
bin 74 per cent; white blood count 6,200 with 54 
polymorphonuclear neutrophils, and 46 lymphocytes. 


[ February, 


Platelet count 143,000. Fasting blood sugar 9g 
N.P.N. 32. Wassermann negative. Test for hemp. 
siderin crystals in urine positive. 


TREATMENT 
The patient was placed on a high carbohydrate 


diet, and intramuscular liver injections. He im. 7 
proved for several months but continued to work and 
in January developed shortness of breath on exertion 7 
and an increase in the swelling of his feet and bs 
ankles. He was referred to the Veterans Hospital at 0 
Kecoughtan, Virginia. There was very little im. He 
provement after hospitalization. The patient grey e 
gradually weaker, developed marked ascites, 


pectorated large quantities of blood and finally suc. 
cumbed in May, 1937. 


Post-MorTEM EXAMINATION 


Gross Description: Body was of well developed 0 
and very well nourished white male, about forty. 0 
five years of age. There was a diffuse brown pig- 
mentation of the skin, especially noticeable on th 
face, hands and genitalia. There was moderate 
edema of both legs. 

Thorax: Lungs fully inflated. Pleura smooth 
and glistening. No adhesions of either lung to 
chest wall. On section lungs were air containing | 
throughout. No areas of consolidation or evidence 
of tuberculosis seen. Heart — Pericardial sa 
smooth and glistening. Heart not enlarged. Myocar- 
dium and valves appeared normal. 

Abdomen: Stomach and intestines moderately 
dilated, thin and presented a dark, purplish color 
On opening these organs a large amount of old dark 
blood was found throughout the stomach and most of 
the intestines. The stomach and jejunum showed 
many large dilated blood vessels. No ulcers of 
tumors could be found. Appendix was normal. No 
adhesions were present. The liver was half the nor J 
mal size and weighed 1,689 grams. It was fim, § 
markedly irregular and nodular. It was dark ani J 
areas of dark brown mottling were scattered through § 
out. The gall-bladder was large and distended, J 
containing 300 cc. of light brown bile. The splee 
was soft and about twice the normal size, weighilg 
630 grams. On section the cut surface was moist 
and friable on scraping. Both kidneys were larg 
and firm; presented no pathology. The adrenals 
were small, but on section presented normal appear 
ing tissue. No fibrosis or other pathology of tht 
adrenals could be found. 
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Microscopic DIAGNOSIS 

Sections of the liver showed a marked amount of 
fibrous tissue throughout the liver which had dis- 
torted the liver lobules. A large amount of pigment 
was noted. Large accumulations of lymphocytes 
were present. 

Sections of the spleen showed an increase of fibrous 
tissue throughout the structure which had distorted 
the lymphoid tissue. 

Sections of the adrenals showed no evidence of 
microscopic pathology except for pigmentation. 

Sections of the kidney showed deposits of pigment 
Accumulations of lymphocytes 
were seen at different areas. Some fragmentation 
of the Malpighian tufts was present but the kidney 
tissue as a whole presented few abnormalities. 


at several points. 


ANATOMICAL DIAGNOSIS 
Cirrhosis of liver, severe. Varicosities of stomach 
Hemorrhage 
of gastrointestinal tract. Hemochromatosis. 


and jejunum. Hyperplasia of spleen. 


DraGNostic LABORATORY PROCEDURES 

The substantiation of the clinical diagnosis by 
laboratory methods is not difficult. The usual pro- 
cedure is to biopsy a small portion of the pigmented 
skin under local anesthesia. The tissue is then hard- 
ened in alcohol and formaldehyde and sectioned. It 
is then stained with 2 per cent postassium fer- 
rocyanide for one hour, transferred to 1 per cent 
hydrochloric acid for one hour and counterstained 
with alum-carmine. Microscopic examination will 
then reveal the typical Prussian blue color of the 
iron pigment after its treatment with the ferrocyan- 
ide. 

It is not always feasible to obtain skin biopsies 
outside of the hospital and the urine test as devised 
by Rous may be substituted. Although it is not as 
accurate as a skin biopsy, a positive test in the pres- 
ence of the clinical phenomena noted in this disease 
should be considered diagnostic. The test is per- 
formed by centrifuging fresh urine. The sediment 
is then mixed with a small amount of human serum 
(free from hemoglobin) ; thick smears are made and 
fixed with heat. Place in strong ammonium sulphide 
for one hour, then wash with water. Treat the smears 
with a fresh mixture of equal parts of 2 per cent 
potassium ferrocyanide and 1 per cent hydrochloric 
acid, then wash with water and stain with lithium 
carmine for a few minutes. Wash with 1 per cent 
hydrochloric acid and alcohol, then run through 95 


per cent alcohol and absolute alcohol xylol. Micro- 
scopic examination reveals the characteristic large 
blue granules. The granules are produced by the 
staining of the hemosiderin crystals. Individuals 
with pernicious anemia will at times demonstrate blue 
granules by this test but these are usually much 
smaller than the granules found in hemochromato- 
sis. 


TREATMENT 


Hemochromatosis is usually not discovered until 
almost irreparable damage to the liver and pancreas 
has taken place. Therefore, therapy may be only 
palliative. Many of these cases are first seen in 
severe diabetic acidosis and unfortunately they do 
not respond to insulin therapy as the simpler cases 
of diabetes mellitus. The deposition of iron contain- 
ing pigments in the liver and pancreas with subse- 
quent fibrosis is probably the cause of this inability 
to utilize regular insulin. The glycogen stores of the 
liver are depleted and quick-acting insulin metabo- 
lizes so much glycogen that the patient is thrown 
into hypoglycemia. The advent of protamine in- 
sulin with its prolonged action may enable us to 
overcoine this difficulty. 

If the patients do not succumb from diabetic aci- 
dosis or intercurrent infections they usually die on 
account of liver insufficiency. It would seem logical 
that we attempt to protect the liver in order to prevent 
this outcome. Alterations in the concentration of 
serum proteins during the course of hepatic cirrhosis 
has been demonstrated by Kerr et al,> Sawada® and 
Tumen.’? Reduction in the serum albumin with in- 
crease in the globulin is the most frequent finding. 
It is also well known that the glycogen reserve is 
lowered after hepatic damage. Under these circum- 
stances, a satisfactory dietary régimé would be an 
increase in the carbohydrate and protein elements 
with a minimum of fat. In 1935 Wright® described 
the frequent finding of macrocytic anemias associated 
with hepatic cirrhosis. Forbes et al® produced a liver 
preparation which, when injected into rats, protected 
them against liver necrosis after carbon tetrachloride 
administration. This form of liver is still not avail- 
able for commercial use, but as the intramuscular 
injection of liver is logical therapy in the treatment 
of macrocytic anemias and with the proof that cer- 
tain liver fractions will also prevent liver necrosis, 
it certainly would seem wise to treat hemochromato- 
sis with injections of liver. Case III was placed on 
the above dietary régimé with intramuscular injec- 
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tions of liver and seemed definitely improved for a 
short while. 

In résumé, the ideal treatment for hemochromato- 
sis would appear to be a high carbohydrate, high 
protein diet with protamine insulin when necessary 
and intramuscular injections of liver, preferably 
using the extract obtained by Forbes if it becomes 
commercially available. 


CONCLUSIONS 

1. Three cases of hemochromatosis are presented 
with autopsy findings. 

2. Diagnostic laboratory methods are discussed 
and it is believed that the Rous urine test is satis- 
factory for diagnosis. 

3. A plan of treatment is outlined which should 
prolong the life of individuals suffering from this 
disease. 


The author wishes to acknowledge with gratefy) 
appreciation the autopsy protocols by Drs. Lewis(¢ J 
Pusch, Paul Kimmelstiel, and L. L. Spivack, in th 7 
case order. 
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TREATMENT OF PAINFUL LESIONS OF THE ANORECTUM 
IN GENERAL PRACTICE.* 


Garnet W. Au tt, M.D., 


Professor of Proctology, Georgetown University School of Medicine, 
Washington, D. C. 


Introduction —There are few conditions that will 
cause a patient to seek the aid of a physician or 
surgeon more promptly than the acute, painful con- 
ditions of the anus. The general practitioner is the 
individual who is usually consulted first, and it is 
he who is most frequently called upon to make the 
diagnosis and treat the condition immediately. For 
this reason, the ordinary painful lesions of the anus 
will be discussed with the view of presenting the mode 
of examination, findings, differential diagnosis, and 
treatment of these more common conditions. Thus, 
if a patient presents himself with “a pain in (or 
near) the rectum,” the following conditions should be 
given consideration by the physician: 

Anal Fissure 
. External Thrombotic Hemorrhoid 
. Anal Abscess 
. Simple Direct Sinus and Fistula 
. Prolapsed, Strangulated Hemorrhoids 
. Foreign Body. 

It is not my purpose to discuss all of the painful 
lesions of the region, but to give consideration only 
to those that may be treated by the average physician 


*Read before the Arlington County Medical Society, 
at Arlington, Va., September 15, 1938. 


DY 


in general practice. These lesions constitute some 
of the minor surgical conditions of this region and 
many of them can be adequately treated in office 
practice. The physician must possess some degre 
of skill and familiarity with diseases of the anal r- 
gion. He should not be lulled into any sense 
of false security by what might be considered minor 
surgery, nor should he be satisfied with the diagnosis 
of the most evident presenting pathology. Reward, 
in the form of early diagnosis of rectal carcinoma 
will come to every physician who considers all pi 
tients with “rectal trouble” to have malignancy unt 
proven otherwise. To this end, at least a high digital | 
examination is indicated when instrumental e 
amination is deferred due to the presence of a pail- 
ful lesion. 

The conduct of the examination in the presen 
of a painful lesion of the anus is most important. J 
The physician who makes a relatively painless ¢ 
amination gains the confidence of the patient at the 
start. Patients have a well grounded fear of a hasty 
and rough digital or instrumental examination of the 
anus, and the addition of a painful examination 
the discomfort already experienced is usually mot 
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than they can bear. It is a mistake to tell the pa- 
tient that he will not be hurt, and it is also a mis- 
take to hurt the patient without telling him. Most 
patients will cooperate if they are told that, in the 
presence of an already painful lesion, some ad- 
ditional pain must be expected but that the examina- 
tion will be made as gently and carefully as possible. 

In order to make the examination easier, it is felt 
that the most comfortable position is the lateral Sims’ 
position. This leaves one of the patient’s hands free 
to elevate the uppermost buttock and, in the absence 
of a nurse or assistant, the examination is thus facili- 
tated. 

Inspection of the anal area should be the first 
procedure, and by gently separating the buttocks a 
great deal of information may be obtained. Inspec- 
tion will reveal the presence of most thrombotic hemor- 
thoids, abscesses and sinuses that have produced red- 
ness, induration and swelling of the perianal skin. 
The external openings of simple direct fistula can 
usually be seen within an inch of the anal mar- 
gin. The sphincter spasm associated with fissure, 
small obscure abscesses and sinuses, small thrombi, 
or a foreign body lodged in a crypt of Morgagni 
should be looked for as it will serve as an excellent 
warning to be especially careful in making a digital 
examination. 

Digital examination is rather difficult to perform 
in the presence of a painful lesion of the anus, and, 
in the absence of pus, the area near the site of pain 
may be infiltrated with a local anesthetic. The topi- 
cal application of any of our available surface 
anesthetics has not been satisfactory in the hands of 
experienced proctologists, and for that reason it is 
not recommended. 

Digital examination should be as thorough as pos- 
sible and, by asking the patient to strain, the entire 
rectum, and in a high percentage of cases the recto- 
sigmoid junction, may be palpated. 

Anoscopic and proctosigmoidoscopic examination 
should complete the visual inspection of this ter- 
minal portion of the bowel. To accomplish this 
properly there are a few necessary requirements for 
both the patient and physician. 

General anesthesia should never be used during 
a proctoscopic or sigmoidoscopic examination as it 
only makes the examination more difficult and is a 
decided risk to the patient. 

Adequate preparation usually consists of a plain 
warm water enema given two to three hours before 


examination and completely expelled. Inasmuch as 
the average physician does not have a tilting, procto- 
scopic table, the knee-chest position has usually been 
recommended. However, in this position it is still 
necessary to “scope uphill” during the examination. 
This is undesirable and a more thorough examina- 
tion can be made if the patient is allowed to rest 
his head, shoulders, and elbows on a pillow placed 
on the floor with the thighs and legs resting trans- 
versely across a regular examining table. The pa- 
tient’s body is thus in an inverted vertical position. 
Atmospheric pressure dilates the bowel as the sig- 
moidoscope is introduced and examination is thus 
facilitated. 

Depending upon the history and proctoscopic find- 
ings, the physician is able to determine the need of a 
barium enema, G. I. series, or further examinations 
and consultations. 

Many of the conditions mentioned can be diag- 
nosed and treated by the skillful general prac- 
titioner in his office with a considerable economic 
saving to the patient. However, the physician should 
select the cases properly with due regard to the limi- 
tations of office treatment. Unsatisfactory results 
are more frequently due to poor selection of cases 
than to misdirected therapy. 


ANAL FISSURE 

This is a painful linear tear or ulcer of the anal 
canal and it is encountered in two main types: 1. 
Acute fissure; and 2. Chronic fissure. 

1. Acute Fissure-—The diagnosis of acute fissure 
can usually be made by the history of recent severe 
sharp tearing pain experienced by the patient at the 
time of bowel movement. Examination confirms the 
diagnosis, when, upon inspection, light palpation, 
and careful eversion of the anal canal, a linear tear 
of the anal canal is seen. Fissures are most com- 
monly located in the posterior mid-line. Eversion 
of the canal, accompanied by spreading of the mar- 
gins of this area usually causes the fissure to bleed 
very freely. The lesion is very superficial and it is 
not accompanied by any evidence of induration or 
infiltration of the adjacent tissues. Thus, no sharply 
demarcated tendency to fixation is seen. The lesion 
is simply an acute, traumatic tear of the anal skin 
that has developed incident to bowel movement. 
Diarrhea or the passage of a firm constipated stool 
will ordinarily have produced the lesion, but the nor- 
mal bowel movement may do the same thing. 

Treatment.—This early traumatic lesion will 
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usually respond to the following régimé: The pa- 
tient is placed on a soft diet. A soft stool that is 
lubricated in its passage through the anus is obtained 
by prescribing regular daily doses of agar and oil 
to be taken at bedtime for the next four to six weeks. 
A hot Sitz bath taken for ten minutes one to four 
times a day or at least at bedtime will be found most 
useful. Local applications of soothing ointments ap- 
plied with the index finger are also of value. 

The acute traumatic lesion will usually respond 
to this palliative régimé, but, if it fails to do so, 
one should consider treating it as outlined under 
chronic fissure. 

2. Chronic Fissure-—The diagnosis of a chronic 
fissure can usually be made from the history of a 
chronic, recurrent, sharp, severe pain experienced 
by the patient at the time of bowel movement. This 
lesion is responsible for the perpetually painful anus 
characterized by soreness, aching, and burning that 
is markedly aggravated by stool, straining, cough- 
ing, or lifting. Constipation is inevitable in the ma- 
jority of cases due to the chronic sphincter spasm. 
This lesion has usually developed from an earlier 
acute fissure that has not healed. The fissure be- 
comes infected; granulation tissue develops and poor 
drainage favors an increased fibrous tissue deposit 
about the outer edges of the lesion. The anal fissure 
is now an elongated chronic ulcer whose outer pole 
is marked by a skin tab of infected connective and 
vascular tissue known as a sentinel pile. The pre- 
sence of a sentinel pile indicates chronicity and its 
removal is imperative for adequate and permanent 
cure of the lesion. 

Treatment.—The treatment of chronic anal fissure 
accompanied by sentinel pile is complete excision of 
all the pathological tissue. Local anesthesia, prop- 
erly induced, can be advantageously used for these 
cases and the technique of injection is herein given. 

After preliminary skin preparation, a novocain 
wheal is raised in the posterior mid-line, one and 
one-half inches distal to the anal margin. About 
2 ce. of novocain is infiltrated in a fan-like manner 
from this point towards the anus. Next, an infiltra- 
tion of between five and 8 cc. of one of our new oil 
soluble anesthetics is used. The indications and 
contraindications for the use of these solutions are 
the same as for novocain. However, a few pre- 
cautions regarding their use should be noted. The 
solution; should be warmed in the ampoule and as- 
pirated into the syringe through a sixteen to eighteen 


(February, 


gauge needle. The needle should be changed to , 
twenty-one to twenty-two gauge for injection pur. 
poses. With this smaller needle, it is impossible to 
inject the sclution too rapidly or to “pool” the soly. 
tion. No cil soluble anesthetic should be injected 
into the skin as slough will be sure to follow. The 
needle is kept in motion and the entire post-anal 
quadrant is infiltrated just as one would use novo 
cain. Perforation into the rectum is avoided by in- 
serting the index finger of the free hand into the anal 
canal to act as a guide. 

Following anesthetization of the area, the fissure 
and sentinel pile are excised widely so as to leave a 
radial scar at the site of excision. Any overhang. 
ing edges are carefully trimmed away. Bleeders are 
ligated, the wound is left open, and a thin strip of 
dry gauze is inserted at the end of the operation. A 
pressure dressing is applied. 

The injection of an oil soluble anesthetic produces 
the same initial discomfort as a novocain injection, 
However, the wearing-off period is greatly delayed, 
and anesthesia lasting five to twenty-eight days is 
encountered regularly. Removal of the gauze dress 
ing the next day and the after care, including digital 
examinations are thus facilitated and relatively pain- 
less. Delayed healing does not accompany this pr- 
longed period of anesthesia. The routine after care 
of hot Sitz baths, soothing ointment, and soft bowel 
contents lubricated by agar and oil, is indicated. 


EXTERNAL THROMBOTIC HEMORRHOIDS. 

This is the second most common painful lesion 
of the anus that brings the patient to your office. 
This is not the true “attack of piles,” as will be de 
scribed later. The patient usually gives a history of 
the sudden appearance of a lump at the anus. The 
lesion usually becomes worse within twenty to forty- 
hours and is attended by a constant aching pain. 
Bleeding rarely occurs in contrast to fissure. On et 
amination a bluish-black mass, varying from the size 
of a pea to that of a walnut, located beneath the 
skin of the anal margin or in the anal canal, is the 
characteristic finding. As a rule, the area is edemat- 
ous and irritated due to the efforts of the patient to 
push the pile up into the rectum where it did not be 
long. This lesion, in contrast to the external vari- 
cose hemorrhoid, is not a collapsible deformity. It 
is a hard, nodular, grape-like lesion. 

Treatment.—The simplest treatment of a throm- 
botic external hemorrhoid is incision and evacuation 
of the clot Local anesthesia may be used as has 
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been previously discussed, and, if desired, the site 
of injection may be changed to a point just external 
and distal to the thrombotic mass. A linear or ellip- 
tical incision is made directly over the clot, or clots, 
and these are readily evacuated by simple pressure. 
Arterial bleeding is rare, suturing is unnecessary, and 
a dry gauze dressing is applied so as to exert some 
local pressure. The patient is impressed with the 
importance of local hygiene which is aided by the 
use of the Sitz bath. Daily inspection of the area is 
indicated until the lesion is healed. 


ANAL ABSCESS 

This is the third most common lesion that will 
produce acute pain in the anus. The acute, throb- 
bing, persistent anal pain of abscess is usually of in- 
creasing intensity until spontaneous rupture or sur- 
gical incision relieves the condition. Constipation 
results from the fear of pain at bowel movement and 
even forced anorexia may ensue. ‘The history is 
usually one of short duration. The pain is in- 
creased by standing or sitting as the dependent con- 
gested location is responsible for the production of 
symptoms out of proportion to the size of the lesion. 
The pain of abscess in this location is increased as 
one approaches the sphincter area and the small, 
obscure inter-sphincteric abscesses are often most 
difficult to identify. 

Abscesses whose location is readily identified by 
redness, swelling, and induration should be treated 
by prompt and early incision. Some form of anes- 
thesia other than local should be used for these cases. 

Treatment.—At this time, I think it would be well 
to briefly describe a useful method of securing pro- 
longed drainage for these abscess cavities. Radial 
or elliptical incision has been advocated for the 
method of draining these abscess cavities. Occasion- 
ally drainage does not continue freely due to prema- 
ture sealine of the line of incision. For several 
years I have made it a practice to use a large oval or 
even circular type of incision that literally “uncaps” 
the abscess cavity. The resulting wound is a gaping 
skin defect that will usually stay open until the cavity 
has collapsed and filled up to the skin surface. If 
it is necessary to pack the cavity, the packing should 
be applied loosely and removed in twenty-four hours. 
The post-operative régime of hot Sitz baths and 
warm applications ensures a comfortable and more 
rapid recovery. 

The obvious abscess is thus readily diagnosed and 
treated, but the obscure, small, inter-sphincteric 
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lesion is often very difficult to locate so that proper 
treatment may be instituted. Gentle digital palpa- 
tion around the anal margin will often elicit pain 
over an area whose skin covering shows no evidence 
of abnormality. Gentle aversion of the anal canal 
accompanied by this light digital pressure will fre- 
quently be followed by a discharge of pus that will 
escape through the anal canal. .This may identify 
the site of the lesion which is really a sinus tract 
whose beginning is probably located in a crypt of 
Morgagni. This will be discussed later. However, it 
is felt that all abscesses of the perianal region should 
be considered fistulae until they are proven other- 


wise 


SIMPLE DirEcT SINUS AND FISTULA 

I think the distinction between these two lesions 
can be madé more clear if we briefly consider the 
pathological processes leading to their development. 
However, I wish to define sinus, as it is usually en- 
countered, as an abscess tract commonly beginning 
in a crypt of Morgagni and from there burrowing 
its way outwards, downwards, or laterally through 
the tissues and structures of the anus. No external 
secondary skin opening is present. Simple direct 
fistula, on the other hand, has its primary internal 
opening in a crypt of Morgagni, and, after burrow- 
ing its way through the tissues of the anus, appears 
on the skin as a secondary external opening of a sup- 
purative tract. 

The following sequence of events usually occurs in 
the development of both sinus and fistula: 1. Infec- 
tion of an anal crypt followed by ulceration; 2. Bur- 
rowing of the infection into the perianal tissues; 3. 
The formation of an abscess. This is the stage at 
which the patients demand immediate relief of their 
pain, provided adequate drainage up into the rectum 
has not occurred. The fourth stage is reached when 
drainage through the skin occurs. This may be in 
the form of spontaneous rupture or surgical incision. 
A fistula is now the diagnosis. The chronic cases 
are identified by the history of alternate periods of 
pus retention and drainage. 

Treatment.—The treatment of the majority of 
these sinuses presents an individual problem. Their 
primary internal opening should be _ identified 
through an operative anoscope and the incision 
should follow the tract outwards across the anal 
margin. Overhanging skin edges should be trimmed 
away freely so as to afford good drainage for the 


inner portion of the wound. A gauze dressing is 
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placed through the wound at the conclusion of the 
operation. This is removed in twenty-four hours, 
and the wound is inspected daily thereafter, as will 
be outlined under fistula. 

A simple, direct fistula is usually the end result 
of the spontaneous rupture or surgical incision of 
an anal abscess or an anal sinus. As a rule, all 
fistulae are best treated in the hospital, but on 
occasion the physician may feel that office treatment 
is indicated. A typical small fistula will thus be 
described and the plan of treatment discussed. 

The patient has probably presented himself to 
you with the history of a recent or old abscess that 


has continued to drain from time to time. Upon in- ° 


spection, a seropurulent discharge is seen escaping 
from a “pimple” close to the anal margin. The 
secondary external opening will usually be within an 
inch of the anal orifice, and I would caution you 
that if the external opening is of any great distance 
from the anal orifice, you are probably dealing with 
a complicated fistula that should not be given office 
treatment. These simple, direct fistulae will usually 
be one and one-half inches to two inches in total 
length. Their primary internal opening can be 
identified with an anoscope. ‘This is usually located 
as being directly in from the secondary external 
opening. The involved crypt of Morgagni will be 
red, inflamed, and will bleed readily when touched 
with a cotton applicator. The relationship of the 
tract to the sphincter can be determined only by ex- 
perience, but it may be safely stated that the major- 
ity of these short direct fistulae do not involve the 
muscle. 

Following the proper identification of the fistula, 
a soft annealed silver wire probe of small diameter 
is cautiously threaded through the tract. Upon 
emerging from the primary internal opening, the 
probe is directed out through the anal canal. With 
the silver wire as a guide, the tract is elevated so as 
to place it under light tension and a local anesthetic 
is infiltrated well underneath and around the fistu- 
lous area. Excision of the fistula may be done by 
simply laying the tract open or by completely ex- 
cising the lesion with its granulation tissue tract. 


PROLAPSED STRANGULATED HEMORRHOIDS 
This represents the true “attack of piles” and is 
usually encountered in a patient who has had hemor- 
rhoids for many years. 
Diagnosis of this type of condition presents little 
difficulty except that the condition should obviously 


[F ebruary, 


not be confused with a thrombotic external hemor. 
rhoid. Inspection will reveal several hemorrhoidal 
masses covered by both skin and mucosa that ob- 
literate the anal orifice. Redness, swelling, cir- 
cumanal edema, and a surface discharge of mucus 
and blood is present. ‘These are mixed internal and 
external hemorrhoids. 


If the sphincter is atonic, a mass that is acutely 
inflamed will be encountered. If the sphincter js 
spastic, the hemorrhoids swell rapidly, become throm- 
bosed, and go on to gangrene and sloughing. The 
former condition causes considerable soreness and 
pain, while the latter condition, if untreated, usually 
means several weeks of needless suffering and dis- 
ability. 

There are several ways of treating both of these 
types, but I am firmly convinced that surgical hemor- 
rhoidectomy has the most to offer the patient. How- 
ever, if palliative treatment is desired, I feel that the 
following régime will be most useful. The patient 
is put to bed and continuous hot compresses are ad- 
vised. Hot witch hazel solution, boric acid, lead and 
opium wash, or the following formula may be used: 


1 tbsp. 


The compresses are kept hot with the aid of a hot 
water bottle or an insulated electric pad. 

A soft diet is advised and an agar and oil prepara- 
tion is prescribed to be taken daily at bedtime. Hot 
Sitz baths for ten minutes three to four times daily 
are most helpful. When the patient becomes ambu- 
latory, the local application of a mildly anesthetic 
and antiseptic ointment is useful, and the instilla- 
tion of one to two ounces of warm oil at bedtime will 
have a most beneficial action. 

Insertion of ointment with a pile pipe, or the in- 
sertion of suppositories are not generally advocated 
as the patient usually will traumatize himself in 
using either. 

Under this régime, you can expect to relieve all 
of your patients, but to permanently cure only a few 
cases, 

The residual of this so-called “attack of piles” is 
seen in later years as external skin tags and internal 
hemorrhoids that have again become vascularized. 
However, if the patient refuses hemorrhoidectomy, 
the palliative method should be used. 
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ForEIGN Bopy 
We are not concerned here with the subject of 
foreign bodies introduced into the rectum through the 
anus as it is too extensive a field to cover. However, 
swallowed foreign bodies of small size often become 


“lodged in the region of the anal crypts and pro- 


duce considerable discomfort. A great deal of ir- 
ritation and sphincter spasm may be set up when 
pieces of bran, splinters of bone, small pieces of 
shell found in various sea foods, tooth brush bristles, 
psyllium seeds, and grape seeds become lcdged in 
the anal crypts of Morgagni. These are the pockets 
or “catch basins” of the anorectal line, whose mouths 
face towards the flow of the fecal stream. 

The larger foreign bodies such as chicken bones, 
larger fish bones and pins, are usually readily 
diagnosed, but the smaller objects are often very 
difficult to diagnose. The most reliable means 
of diagnosis is by palpation and direct inspection. 
The finger should be inserted carefully and light 
palpation of the anorectal line carried out. One may 
feel the small seed or bone splinter located at a point 
of exquisite tenderness, but it is usually best not to 
attempt digital withdrawal of the object. This 
should be done, if possible, under direct vision. 
Having identified the site of the foreign body, an 
anoscope is next inserted and the crypt area is in- 
spected. A bleeding area will usually be seen due 
to the previous digital trauma. This should be gently 
swabbed and the foreign body removed with small 
forceps. Topical anesthesia is of little value pre- 
ceding this manipulation, but the traumatized ano- 
rectum can be soothed following removal by the in- 
stillation of warm oil or anesthetic and antiseptic 
suppositories. It is also well to prescribe agar and 
oil at bedtime for a week to ten days for its lubri- 
cating effect. 

Removal of larger foreign bodies usually requires 
the administration of a general anesthetic. 


SUMMARY 


At the cost of recapitulation, I feel that those pa- 
tients who consult you for the treatment of acute 
anal pain will usually be found to have one of these 
lesions: 
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1. Anal Fissure.—The acute fissure is manifest bv 
sharp, tearing pain accompanied by bleeding, inci- 
dent to the trauma of stool. The pain usually sub- 
sides quickly. 

The chronic fissure is manifest by severe, cutting 
pain, bleeding, and reflex constipation of long dura- 
tion. The pain may last for hours after a bowel 
passage and the patient usually has noted a “hard 
skin lump” in the posterior commissure. 

2. External Thrombotic Hemorrhoids.—This is 
the painful swelling that has developed over a period 
of several hours or days accompanied by reflex con- 
stipation. There is no bleeding and a throbbing 
type of pain is not common. 

3. Anal Abscess ——This is a type of recent acute 
throbbing pain that is aggravated by sitting or stand- 
ing. Attempt at bowel movement is painful and the 
throbbing pain will continue for several hours. 

The patient will often confuse this tender painful 
swelling at the anal margin with a thrombotic hemor- 


rhoid. Examination should settle the diagnosis. 
4. Simple Direct Sinus and Fistula. — These 
lesions give rise to the same symptoms as abscess 


when there is a retention of drainage. However, 
with spontaneous drainage of pus there is relief. The 
history of intermittent drainage with relief of pain 
followed by retention of pus and return of pain 
should sugest the type of lesion to look for, 

5. Prolapsed Strangulated Hemorrhoids.—This 
usually occurs in a patient who has had bleeding, 
A patient enter- 
ing your office with this history who states that his 


protruding piles for several years. 


piles are now “down” and he “can’t get them back” 
will usually be found to have this condition. It 
should be differentiated from a single, acute, throm- 
botic hemorrhoid, and, more rarely, from a prolapse 
of the rectum. 

6. Foreign Body.— The history of swallowed 
chicken bones and pieces of shell in seafood, make 
the diagnosis fairly easy in this condition. However, 
one may have to inquire at length before a patient 
volunteers the information regarding the eating of 
seafood, grapes, and so forth. The diagnosis rests 
upon identification of the foreign body in the anorec- 
tum. 
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PSYCHIATRIC ASPECTS OF PHYSICAL ILLNESS.* a 


JosepH R. Biatock, M.D., 


Superintendent Southwestern State Hospital, 
Marion, Virginia. 


Physicians are constantly being impressed by the 
importance of emotional and psychological factors 
among their patients. It has been estimated that over 
one-third of the patients coming for attention pre- 
sent no primary physical disease. There are two 
faulty tendencies. On the one hand, the physician 
in practice is inclined to neglect the emotional and 
psychological aspects of his patient’s difficulties. On 
the other hand, the psychiatrist is prone to neglect 
physical factors. It is an indictment that works 
both ways. The situation is being improved because 
of investigations in progress in many centers. 

This field of inter-relations is designated by the 
term “psychosomatic relations’. Although we are 
still in the dark as to the correspondence of psychic 
(mind) and somatic (body) mechanisms, what we 
know has resulted from detailed psychiatric and 
psychological investigation on the one hand, and 
from physiological studies on the other. 

In general, we can say that a patient develops a 
mental illness because some stressful situation, or 
combination of such, has produced a failure in ad- 
justment. I like to compare adjustment in life to 
walking on a rail fence. Everyone can withstand 
so much stress without breaking. An average, so- 
called normal, individual will maintain his balance 
on the fence in a cross wind of twenty miles an hour. 
Twenty-five miles would be too much and he would 
fall off. But if he is just up from influenza he will 
be below par, his reserve will be lowered, and he 
would not be able to maintain his balance against 
a five mile wind. 

By the same reasoning, and this really occurs: a 
young mother just delivered, ordinarily well adjusted, 
may develop in the puerperium a so-called “puerperal 
insanity”, cr post-partum psychosis, this appearing 
in a person who has a profound secondary anemia 
and has passed through a painful labor. 

A person passes from one experience to another on 
throughout life. In each of these there occurs an 
emotional reaction of some sort, whether it be pain, 
pleasure, distress, anxiety, fear, resignation. In 
other words, most life experiences have an asso- 


*Read before the Southwestern Virginia Medical So- 
ciety, at Abingdon, Va., April 14, 1938. 


ciated emotional expression, and these emotional e ' 
pressions have physiological accompaniments, (p 
example is the reaction to fear—with increased secre 
tion of adrenalin by the adrenal glands. The blow | 
sugar rises appreciably in states of fear and anxiety 7 
We have the familiar example of the anxious medi. eo 
cal student who develops sugar in his urine prio 
to examinations. Another example is flushing of th 
face, a localized vasomotor dilatation, associate 
with embarrassment. 


A reaction is considered “reversible” when 1 
structural change or damage can be demonstrated § 
after the physiological reaction has passed, as in 
blushing, or as in frequency of urination or stools 
during anxiety states. But such repeated reactions 
may produce an “irreversible” reaction in which 
structural and perhaps irreparable damage is done 

For example, elevation of the blood pressure may 
be the only objective manifestation of an emotional 
crisis. This may reach 200 mm. Hg. in emotional 
situations and otherwise return to normal. Eventu- 
ally the blood pressure may not return to normal 
between times and hypertrophy of the left ventricle 
and cylindrical dilatation of the aorta may occur. 

Gastric hyper-secretion and hyperacidity may pro- 
duce eventually damage to the gastric mucosa with 
ulceration. I have seen examples among anxious 
protracted depressions, and they have responded well 
to the usual dietary measures and medication. 

One could go on and on with numerous examples 
The recent literature on the subject has been covered 
by Dunbar in her book entitled “Psychosomatic Re 
lations”, Columbia University Press, and is worth) 
of study. 

I prefer, however, to give pen sketches of some 
common conditions seen on the medical wards of 4 
general hospital. For several years the practice has 
been to freely use the staff of the psychiatric clinic 
with which I was connected in the examination 0 
cases on the general wards of the Presbyterian Hos 
pital. For example, all thyroid cases are seen be 
fore operation by the surgeon, medical man, and 
psychiatrist. 

The first case is a female, single, age thirty-three 
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There was a previous admission to Presbyterian Hos- 
pital. with diagnosis of active rheumatic heart dis- 
ease, mitral insufficiency and stenosis, and aortic in- 
sufficiency with psychoneurosis, anxiety type. 

The patient had experienced a severe decompensa- 
tion which cleared up after a month in the hospital. 
She was readmitted after four months with signs of 
decompensation. She was depressed, and developed 
attacks of palpitation even when at rest. 

The psychiatrist discovered that her depression 
was a reaction to her heart damage. Patient was 
the oldest of ten children of an Italian family of 
limited means. She mentioned the fact that she had 
previously worked hard and had no time for social 
activities or heterosexual relations—which were now 
made impossible by her cardiac infirmity. While 
The facts 
could not be denied, because it was true that she had 


talking about this she wept frequently. 


to rest and be an invalid. The picture was one not 
only of severe cardiac involvement but of an asso- 
ciated anxiety which was constituting additional 
strain on the heart. 

These psychogenic factors were gone into more 
deeply. 
herself and soon it was noted that her depression was 
lifting and that her anxiety attacks were becoming 
less frequent. The problem came up as to how to 
handle her after she left the hospital. The coopera- 
tion of the medical service and social service de- 


The patient was permitted to unburden 


partments was requested, to determine how much 
physical effort the patient could make without feel- 
ing effects. 

The medical service drew up a complete chart 
enumerating each hour of the day with attendant 
activities and rest periods. This was designed to 
bolster up her ego, and make her an asset instead 
of a liability; and her neurosis disappeared. 

The second case is one of ulcerative colitis. It 
shows how an outbreak of colitis occurred at sev- 
eral life crises. + 

The gastro-intestinal tract receives a lot of an 
individual’s attention, consideration and actual af- 
fection all through life. The gastro-intestinal tract 
is utilized to an unbelievable extent in the produc- 
tion of mental symptoms. Particularly in depres- 
sions and in involutional melancholia do we find 
constipation and preoccupation with the condition 


tDetails of this case read verbally with permission of 
Dr. G. E. Daniels, Presbyterian Hospital, New York City, 
who treated her intensively. Since it is being published 
by him at a later date, it is not published here. 
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of the bowels, while at the same time all external 
interests, family work, hobbies, etc., are given up. 

I wish to sketch a cardiovascular problem. 

A patient is presented with onset of acute anxiety, 
followed by pain in the precordium, marked depres- 
sion and a paranoid trend with ideas of reference. 
He thinks people look at him, especially men, and 
thinks that they question his masculinity. Women 
look at him, want to flirt with him, and when he 
doesn’t accept their advances they also question his 
masculinity. 

In the central picture the patient presents an 
anxiety neurosis. 

The first step in this case is a careful physical ex- 
amination with reassurance as to his heart condi- 
tion. This is the beginning: the patient should not 
be left with assurance only, since there are many 
deeply underlying emotional factors. 

This patient is seriously ill. In going into his 
background, one finds other factors. He has been 
married six years. During the first year of his mar- 
riage he was sexually active. About three years ago, 
at the time his acute mental symptoms began, he 
lost interest in coitus and began to phantasy about 
other women, but his loyalty to his wife made him 
feel guilty about these thoughts. During the past 
year coitus occurred once monthly with unsatis- 
factory results. The patient has been taking a course 
in pharmacy at night and was about to graduate at 
the time of his symptoms. His wife helped him in 
every way to complete his studies and this, too, made 
him feel guilty about having sexual phantasies con- 
cerning other women. 

The main features of this case are: 

1. Symptoms began with the decrease in his sexual 
activities. 

2. The patient has become more and more de- 
pressed. 

3. There are ideas of reference, especially in re- 
gard to his manhood. 

4. The patient questions the advisability of finish- 
ing his pharmacy course, and what the future will 
bring. 

The patient is one of three brothers. All aspired 
to a professional status. The oldest graduated from 
a medical school with the support of the other two, 
and it was understood that when he finished, he in 
turn would help the other brothers. This he failed 
to do, greatly to the patient’s resentment. The hos- 
tility towards this brother plays an important role 


On 
ecre- 
ciety. 
nedi- 
prior 
f the 
lated 4 
rated 
iS iD 
ma} 
ional 
ional 
entu- 
rmal 
tricle 
ir. 
pro- 
with 
xious 
| well 
aples 
vered 
Re- 
orth 
some 
of a 
e has 
clinic 
of 
Hos- 
n be 
and 

4 


94 VIRGINIA MEDICAL MONTHLY [ February, 


here, and, being incapable of open expression, re- 
bounds upon the patient, causing symptoms. 

It is interesting to note the stress the patient places 
on his excessive heterosexual activities when first 
married, indicating an underlying inferiority as to 
his masculinity with an attempt to over-compensate. 

Delirium occurs frequently in the general hospital. 
The psychiatrist is not usually called in until the 
behavior of the patient is so disturbing that he is 
sent to a mental hospital. 

Four physical conditions which bring on delirium 
are: 

1. Brain tumor. 

2. Cerebral syphilis. 

3. Cerebral arteriosclerosis and senile conditions. 

4. Encephalitis. 

In the arteriosclerotic and senile, the patient gets 
up and wanders about at night. He may have hal- 
lucinations and vivid visions. 

I would like to give one example of a delirious 
reaction seen by me at Presbyterian Hospital that il- 
lustrates how an operation, in this instance prosta- 
tectomy, can release, in the symptoms of the de- 
lirium, the patient’s psychological problems. 

A Jewish man of sixty, about three days after an 
uncomplicated suprapubic prostatectomy, became ex- 
tremely agitated and fearful, particularly at night. 
He would have the nurses hold his hand, saying 
“Keep them away,” and evinced great fear lest some- 
thing might happen to him. The urological staff 
and nurses could get no lead as to why he was afraid. 
I felt that the operation and catheterizations had 
meant more to him psychologically than the simple 
removal of his prostate, and used this hunch in 
questioning him. I assumed that to him the opera- 
tion meant actual] injury to his genitals; a sort of 
castration. So I framed leading but fair questions. 
It developed that he was afraid of some imaginary 
men about him, doing some harm to him, to harm 
him in the form of corroding acid. He feared that 


this would be thrown on his body. When asked 
what part, he raised the sheets and pointed to his 
genitals, saying “You know: down there.” 


On looking into his previous history, it developed | = 
that although his moral life and conducé in th 0 
home had been exemplary he nevertheless had sexual . 
phantasies about other women and felt guilty. It js ° 
possible that to him the operation represented punish. 7 
ment for these thoughts. This man recovered com. 7 


pletely within two weeks. 

So much for some illustrative cases. Now a few 
suggestions as to what the general medical man maj 
expect to do with psychiatric problems which he may 
face. 

He should consider the patient as a whole. What 
is the presenting symptom complex? This is usually 
physical, but is often lacking physical manifesta- 
tions; in other words, it is functional. A clear for- 
mulation of the faulty pathological, physiological 
and metabolic basis comes first. But consider that 


these dysfunctions have occurred to a human indi- 9 
vidual living in a world of problems! Give the pa- J 


tient a chance to unburden himself. The emotional 
problems usually result from such things as run- 
down physical condition, worries due to quarrels, 
misunderstandings, disappointments, frustrations. 
Ask about work, debts, home life, sexual problems. 
The benefit to the patient will be two-fold. First, 
he will be relieved just by telling his problems to 
one who will listen. Second, you as physicians will 
understand him more completely. You will con- 
sider him, for example, not just a case of diarrhea, 
but as one who has a tendency to develop diarrhea in 
situations of emotional stress-—as one who may even 
have developed ulcerated colitis on that basis. 

There is nothing new in all this. This is just 
what the wise and understanding physician has been 
doing for all time. The only difference is that we 
are now getting to better understand the mechanisms 
involved. 


HYDATID MOLE—CASE REPORT.* 


W. P. Barnes, M.D., 


Richmond, Virginia. 


In the short time allotted to me this evening I wish 
to report the case of an hydatid mole which de- 


*Read at a meeting of the Staff of the McGuire Clinic 
ood St. Luke’s Hospital in the Clinic Library on May 17, 
1938, 


veloped into chorionic epithelioma, the most malig- 
nant of all malignant conditions. Though only 4 
very small per cent of cases of mole undergo this 
change (fortunate because of its very devastating 
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character), it should be borne in mind whenever a 
patient passes a mole. I will attempt a little later 
to give an accepted method of handling such cases. 

Molar pregnancy has been known since the eight- 
eenth century when Gregorini in 1795 wrote of lung 
metastasis following the expulsion of a mole. In the 
early nineteenth century Marchand demonstrated the 
proliferation of the syncytium and Langhans’ layer 
covering the degenerated stroma of the chorionic 
villi. and showed that the liquid content of the villi 
was not mucus but a result of edema. 

The etiology of hydatidiform mole is unknown, 
but seems to lie in some faulty development of the 
chorionic villi. All moles must be regarded as 
rapidly growing tumors of embryonic origin and 
potentially malignant. There is no cellular arrange- 
ment whereby one can tell or predict whether a given 
mole is of a benign or malignant nature. During the 
development of a mole the fetus is usually destroyed 
and but rarely discovered in the “molar mass” which 
is passed, and rarely is normal placental tissue 
found. Hydatid moles may also occur after tubal 
pregnancy. 

Lutein cysts of the ovary frequently accompany 
this condition. They are usually bilateral when pres- 
ent, and in a number of cases they have been known 
to regress following the expulsion of the pathologic 
placenta. They may persist however and frequently 
do when chorio-epithelioma develops. Recently the 
etiology of these cysts has been ascribed to the pres- 
ence of excessive amounts of pituitary-like hormones 
in the system in cases with hydatidiform mole. 

The diagnosis is based on a history of pregnancy 
during which there is more or less hemorrhage. The 
size of the uterus is out of proportion to the duration 
of pregnancy, although moles have been found in 
uteri showing no perceptible enlargement over that 
for the normal period of gestation. They may be 
found when doing a D and C for inevitable or in- 
complete abortion. The diagnosis of mole is defi- 
nite on seeing some of the cystic villi intermixed with 
the bloody discharge. 

The old literature is full of widely varying meth- 
ods of management and more recently the pendulum 
has swung from ultraconservatism to radicalism. 
Each mole however is potentially malignant and the 
Aschheim-Zondek tests should be done monthly for 
a year at least. 


In a young woman evacuation of the mole by digi- 
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tal or instrumental means seems the procedure of 
choice. It has been shown however that the danger 
of perforating the uterus with a curette is a very real 
This 


procedure might not reveal the presence of invasive 


one, especially if the uterine cavity is large. 
areas in the uterine musculature. Abdominal hy- 
sterotomy has been advised, the mole being removed 
under vision and the field then inspected for chorio- 
epithelioma. According to Schumann, “this is evi- 
denced by a soft friable hemorrhagic area into which 
the finger sinks and from which small necrotic masses 
If the musculature is not in- 
volved the wound is closed in the usual way. If, 
on the other hand, the wall is involved hysterectomy 


may be shelled out.” 


is done at once. Lutein cysts of the ovaries, if pres- 
ent, are resected. This method offers the patient a 
great deal more protection against the development 
of chorio-epithelioma and against perforation than 
does curettage. In older women hysterectomy should 
be done earlier than would be the case with a young 
woman. 


Chorio-epithelioma is a highly malignant tumor 
developing after the formation of fetal cells. 
cidence increases with multiparity. The diagnosis 
is based on the following points (according to 
Sanger) : 


Its in- 


1. History of pregnancy, abortion, or passing a 

mole. 

2. Uterine hemorrhage persisting after curettage. 

3. Progressive uterine enlargement after abortion. 

4. Anemia and cachexia. 

5. Early metastasis, especially in the vagina and 

lungs. 

6. Rapid course within six to seven months. 

Since Zondek in 1929 showed that the excretion of 
gonadotrophic substance is greatly increased in the 
blood, urine, and spinal fluid in cases of hydatid 
mole or chorio-epithelioma, the diagnosis has been 
simplified. He showed that this substance is two to 
three times as great in the urine as in normal preg- 
nancy, and that the fluid content of the mole is 
greater than that of the wall. 

A positive pregnancy reaction and a progressive 
increase of gonadotrophic substance in the urine six 
weeks after the expulsion of a mole strongly suggests 
chorio-epithelioma. When this reaction becomes 
negative following removal of the mole and again 
becomes positive the differential diagnosis between 
a new pregnancy and chorio-epithelioma must be 
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made. Zondek stresses the importance of quantita- 
tive urine assays in addition to clinical observation. 
He calls attention to the importance of this procedure 
for prognosis in chlorio-epithelioma and indicates 
that if the pregnancy test has become negative after 
treatment and if the luteinizing substance again ap- 
pears in the urine that a continuance of the morbid 
process is to be suspected. 


The section shows the opened uterus. The arrow indicates 
area of invasion. 


Once the diagnosis is established a panhysterec- 
tomy is imperative unless metastasis has already oc- 
curred. X-ray is useful however as this type of 
growth is highly susceptible to irradiation. In any 
event all cases treated should have frequent biologic 
tests and should remain under close observation for 
two years—recurrences are very unlikely after that 
time. 

Case Report: Mrs. G. E. R., aged twenty-six 


[February, 


years, was admitted to St. Luke’s Hospital on March 
3, 1937, with a history of having menstruated last jp 
September 1936. In January, 1937, the patient be. 
gan to have vaginal bleeding which lasted for about 
two weeks before her family physician was called in 
and the vagina was packed because of “inevitable 
abortion”. Twenty-four hours later she passed a 
four-pound mole. She was allowed to get up after 
two weeks but the patient states she was too weak to 
do so. Two weeks later she was curetted in the home 
and packing again resorted to. During the next 
month she had two curettings by different doctors, 
each one removing parts of the mole. Bleeding at 
this time became almost constant and she was ad- 
mitted to this hospital shortly thereafter. 

On admission she was very weak; her hemoglobin 
was 30 per cent and red blood count 2,000,000. A 
transfusion of 500 cc. of whole blood was done fol- 
lowed by a dilatation and curettage. Chorio-epithe- 
lioma was suspected and confirmed by Dr. S. W. 
Budd. In view of her general condition an imme- 
diate hysterectomy seemed unwise. On the follow- 
ing day the patient’s chest was X-rayed for metasta- 
sis. This report was negative. Another transfusion 
was given, followed immediately by a total hysterec- 
tomy including tubes and ovaries. ‘The uterus was 
but slightly enlarged. Her convalescence was un- 
eventful. Several Zondek tests have been done; the 
first which was done three days after operation was 
positive; three others have been negative. In spite 
of my insistence the patient declines to report fur- 
ther, saying she is all right and “that it bothers her 
in her work to come to Richmond”’. 

Monthly pregnancy tests should be done for one 
year. A positive test longer than six weeks after 
evacuation of the mole indicates the persistence of 
chorionic-epithelioma. 


THE CORRELATION BETWEEN THE PEDIATRIST, 
PSYCHIATRIST AND PSYCHOLOGIST. 


B. M.D., 
Petersburg, Virginia. 


Once upon a time there was a girl named Mary. 
Don’t be alarmed; this is no story by Mister 
Grimm or Walt Disney. The story of Mary is fact, 
probably stranger than fiction, but never the less, 
fact. Now Mary was a beautiful girl of sixteen 


years, a Junior in a Grade A, High School, well up 
in her classes, popular with students and teachers— 
a very religious girl, a leader in her Sunday School 
and her Church activities, that is, until one night she 
decided that she was going to Hell. 
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It happened like this. There was an Evangelist 
holding services at her Church and of course Mary 
attended regularly. The Evangelist was a very earn- 
est, very powerful speaker, and on this night the 
subject was “one shall be taken and the other left”’. 
The play on the emotions was terrific and Mary went 
home a changed girl indeed. 

The next day she did not want to go to school, 
did not even want to get up from her bed. Would 
not eat, would not talk, became entirely introverted 
in all of her ideas and thinking. The fixed idea was 
that she was doomed, everlastingly doomed. Her 
good mother and father and the rest of her family 
were to be taken—she left. ‘They were to go to 
Heaven, she to Hell. By the hour she would sit, 
simply sit, wringing her hands, eating nothing, para- 
lyzed by fright. After a little while she began say- 
ing that she heard voices. 

The family was desperate. One doctor who ex- 
amined Mary told her parents there was nothing left 
but to send her to the State Institution for the Insane. 

When I first saw her she was a pitiable sight, a 
well developed, pretty girl just budding into woman- 
hood, but cringing behind her mother, being pushed 
into my office step by step with such a frightened 
look on her face that anyone with half an eye could 
see that there was no hysteria about her fear. 

I ignored her while taking her history except an 
occasional question to see her reaction to questioning. 
There she sat with bowed head, hands wringing and 
the expression of utter abandonment on her face. 

The very significant points in her history and ex- 
amination in my opinion were: 

1, From the physical side, her failure to ever hav- 
ing menstruated, though several years late for its be- 
ginning in this part of the country and also from her 
physical and mental development. 


2. From the psychiatric side the abrupt onset of 
all of her symptoms which dated from one well-re- 
membered night. 


What to do with Mary! Was she a true dementia 
praecox? Would I be jeopardizing her life by ad- 
vising not to send her to the Hospital for the Insane? 
Was it fair or just to send her to such an institution 
when I personally doubted that she was an organic 
mental case? My own opinion after the examination 
and consultation with her parents and with Mary 
was that the trouble was in the realm of her emo- 


tions They were surely unbalanced, but I doubted 
that Mary~was, 


Most any doctor after deciding on a plan of action 
for his patient is filled with forebodings as to whether 
he is right or not. Would that medicine could be re- 
duced to a mathematical formula where one could 
know the right answer by looking in the back of the 
book! 

However, decisions must be made though the diag- 
nosis can be differed, so I sent her home after de- 
ciding to treat the delayed menstruation by hypoder- 
mics of Progynon “B”, but I was not satisfied that 
I had done all that I could for Mary. I knew I was 
not in a position to do what was necessary. Clearly 
a psychologist was indicated—one who could see 
Mary several times im her home environment, one 
who could talk to her freely, one in whom she could 
confide if there was anything in her family life, 
school life or her own personal life that might shed 
further light on why Mary felt compelled to act like 
she was and had been for the past weeks. So I told 
her parents I was sending a psychologist to talk to 
them in the home. 

I gave her my findings and history,and asked her 
to get inside the child’s mind if possible, to bring in- 
to the foreground all the elements that were disturb- 
ing Mary’s normal, emotional life, and to make 
Mary’s picture of herself in her own mind—now a 
vague, disturbed and blurred image—a clear cut, dis- 
tinct and properly focused picture, and I thought 
Mary would herself recognize that the picture was 
wrong, unstable and not her true picture at all. She 
reported to me many times her findings and opinions. 
Slowly Mary saw, and responded as she saw. I 
personally was not able to distinguish much change 
even after I had finished the injections which re- 
quired her coming to my office for three weeks or 
more, except for the fact that I felt after my last two 
talks with her that there was a faint glimmer of 
hope that she was going to be all right and a half- 
hearted promise to help us to help her to help her- 
self. 

Finally cooperation won. The family gave us 
every bit of cooperation possible; the psychologist 
worked hard and faithfully. I am today getting the 
credit, most of which is due to the family and the 
psychologist. I saw Mary in Church one night sev- 
eral months later and she waited to tell me how much 
better she was, back in school and Sunday School 
enjoying herself and doing good work, the fears all 
gone, her menstrual periods normal and I consider 
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this young girl saved to a life of usefulness, happi- 
ness and normalcy by cooperation. 

This “believe it or not” story could be multiplied 
many times as the one about Jane, fifteen years old, 
who thought inside of her forehead was dirty and 
would not go with the other children, stopped school 
and all social activities because her companions 
would see that the inside of her head was dirty. De- 
layed menstruation also played a part in this story. 

Or of Rosa, aged twelve, who could not be made 
to go to school, and only the psychologist discovered 
that the reason was that the boy in the seat behind 
her had insulted her, she thought, by putting his 
foot on her leg under the seat. A change of schools 
and bringing her to see the picture in the proper 
focus remedied this condition. 

Or the story of Fred, aged sixteen, who committed 
suicide by reason of lack of cooperation of his par- 
ents with those who could have helped him. And 
so on from the adolescent emotional disturbance to 
the cases of real mental deficiencies in earlier ages, 
as Edward with an I. Q. of 79, but with plenty of 
mentality to work on and try to salvage. Working 
with a psychologist, we were able to discover that 
Edward’s home life was far from what it should have 
been and that the father was showering his affections 
on the boy in order not to have to show any for his 
wife. However, he was willing to cooperate, and 
after many visits to the home with instructions how 
to guide and teach the boy, a trip to Florida for the 
mother and child and Edward is indeed much better 
and more normal. How many of these cases may 
never be normal, but with the proper care and guid- 
ance the child will approach normalcy, sometime 
very closely as to living life even if not as to school 
or educational life. 

But there is one thing definitely required, and that 
is cooperation. The development of a child’s body 
can take place even in very unfavorable surround- 
ings, but the development of a child’s mind and emo- 
tions depends entirely on the cooperative environ- 
ment given that child by parents, physicians and 
teachers. 

James F. Ferguson, writing in the Jnternational 
Journal of Individual Psychology, states: 

‘All agree, however, that the period in human life 
to which we apply the term adolescence is charact- 
erized by an emotional turbulence. It has recently 
become a question whether adolescence need be so 
violent a period; perhaps the transition from child- 


hood to maturity in our culture could be a gradu 0 
and well ordered change, as it is among some of th | 
more primitive cultures. However, it is customary 77 
to accredit this period with a storminess comparable Pe 
almost to neurosis. Considered as such, adolescen: | 
becomes the transition between the child’s attityd 9 
of complete dependence and the adult’s self-relian | 
and cooperative attitude. In this sense there js, | 


similarity between adolescence and the struggles of 7 
all individuals who do not feel able to solve their 4 
problems without accentuated stress and struggle.” BY 

The fact to be remembered in any consideration of 4 
adolescence is that during this period of growth th a 
“body” and the “mind” of the individual are matur. 2 
ing and bringing to the child an equality with the ie 


adult world which obligates him to become a respon- 
sible and contributing member of society. The add- 
escent is confronted with new demands and difficult ? 
life-problems. How stormy the period of adolescence @ 
will be depends upon how well the child is prepared 9 
to meet those problems and the new demands made Et 
upon him at that time. From one standpoint, th 9 
only difference between the struggle of the adoles 
cent and a transition from neurosis to normalcy is 
that in adolescence this struggle comes at the logical 
time. 

Howard W. Haggard and Clements C. Fry, in The 
Anatomy of Personality, state: 


“Human character, unlike personality, is not in- 
born. It is acquired. Character is a product re 
sulting from the action of environment upon the per- 
sonality. The adaptation of the personality, the con- 
ditioning of its inherent qualities, this results in pat- 
terns of reaction and modes of behavior which i 
time become the character.” ‘No man can change 
his personality, but he may alter his character.” 

In Building Personality, A. Gordon Melvin so wel 
says: 

“Children have been thought of as automata con- 
trolled by an environment in a cold and steel 
fashion. They have not been sufficiently regarded # 
little people reaching out to dominate an envifor- 
ment, human beings in whom the life-giving enthv- 
siasm and regard of the teacher may awaken a newt 
and fuller richness of eager learning.” 

The above quotations are cited to show that cast 
of emotional and mental disturbances are quite com 
mon and that all medical men should be on the loo 
out for cases which require treatment from the ps 
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chological approach rather than from the physiologi- 
cal approach. 

Clara Bassett, in Mental Hygiene in the Com- 
munity, says: 

“The practice of psychiatry has become one of the 
most important phases of the efficient physician’s 
work. Increasingly it is noted that nervous and 
mental disease constitute the major part of human 
illness.” The author points out that “probably no 
group of physicians are more in need of mental hy- 
giene training and psychological approach to, medi- 
cine than those who specialize in the supervision of 
children.” 

And Clifford Ernest; writing in the International 
Journal of Individual Psychology, states: 

“Mental hygiene as applied science in the field of 
human relations is indispensable.” 

Now, while a general practitioner, internist, or 
pediatrist is primarily interested in medical prob- 
lems, it is clearly evident that he does his patient a 
decided injustice if he fails to recognize not only dis- 
ease and abnormalities of the body in their earliest 
forms, but also diseases and abnormalities in the 
mental and emotional side of those who come to him 
for treatment. 
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It all boils down to the question of diagnosis. If 
we diagnose pneumonia to be typhoid fever, time will 
show us our error and nature will overcome our mis- 
take and little harm has been done except to our 
reputation. 

If we diagnose an acute appendix as indigestion, 
a life may pay the penalty. 

If we fail to recognize mental and emotional dis- 
turbances a social cripple may always be there to 
haunt us. 

After diagnosing a medical condition, most doctors 
with skill plus common sense and nature can handle 
the situation. 
tion, the logical thing is to call in a surgeon. 


When we diagnose a surgical condi- 


Therefore, my plea is, logically, when we diagnose 
or suspect that the diagnosis comes in the realm of the 
mental or emotional, we call upon the psycholo- 
gist or psychiatrist to confer, counsel and guide us. 

It is truly a revelation how many cases of emo- 
tional and mental disturbances can be salvaged by 
the study and interest, teaching and training—in 
other words, cooperation—of family, physician, 
teacher, psychologist and psychiatrist, each factor 
vital, yet each dependent on the other. 


THE BLOOD SMEAR IN DIFFERENTIAL DIAGNOSIS.* 


J. H. Scuerer, M.D., 


Richmond, Virginia. 


The application of hematology to modern medicine 
offers an ever-broadening field and an extremely fas- 
cinating approach to diagnosis and treatment. Under 
trained supervision, studies of the blood, particularly 
morphological studies, have resulted in remarkable 
progress during these last few years. It is my con- 
ception of modern hematology that the blood smear 
should serve as a biopsy, valuable in differential 
diagnosis as an expression of the largest organ of 
the body to disease. 

Although methods for counting blood cells have 
1851 and 
counts have been in use since Ehrlich’s application 
of the aniline dyes to blood smears in 1879, the 
novelty has not worn off. Even now, fifty-eight years 


been available since differential white 


From the Department of Medicine, Medical College 
of Virginia, Richmond, Va. 

Read before the Richmond Academy of Medicine, 
May 24, 1938. 


later, the laboratory technician finds herself an auto- 
matic counting chamber, responding routinely to the 
routine query “what’s his white count? how many 
polys?”. While these time honored quantitative de- 
terminations are not to be discredited, obviously their 
value is not to be compared with the information to 
be gained from qualitative studies. 

Arneth and Schilling recognized alterations in the 
quality of leukocytes in disease. Today the Schilling 
index or one of its modifications is in use in many 
clinics. Schilling 
changes in the form of ‘toxic granulation in the 
Since then various 


also observed morphological 
white cells in severe infections. 
investigators, especially in Germany, have called at- 
tention to the possible value of these changes in diag- 
It is only recently, however, 


nosis and prognosis. 


that these toxic expressions have been accorded any 
1,2 


wide recognition. Rosenthal and his colleagues, 
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especially, have contributed to the revival of interest 
in morphological studies. Mendell, Meranze, and 
Meranze* found the degenerative index of Rosenthal 
—the ratio of toxic to non-toxic leukocytes—more 
valuable in diagnosis and prognosis than the total 
white count or the Schilling index. 

During the past ten years it has been established 
that various lesions, particularily in the gastro-in- 
testinal tract, frequently are associated with altera- 
tions in the size of the red cells or the hemoglobin 
content of the cells or both. Interruption of or in- 
terference with the normal physiology of organs re- 
lated to blood formation appears to be reflected in 
morphological changes in the blood cells. Thus cir- 
rhosis of the liver often is associated with a macro- 
cytic anemia; a similar anemia may result from car- 
cinoma of the stomach; lesions in the several portions 
of the colon are accompanied by variable hypo- 
chromic states; chronic nephritis is reflected in an 
unusual blood picture; acidosis, and even chronic 
passive congestion, so alter the physiology of blood 
formation that at times the blood of these individ- 
uals shows distinctive changes. 


Morrison, from a study of one hundred cases of 
carcinoma, was able to divide the cases into five 
blood groups. Humphrey® concluded that the pres- 
ence of normoblasts-in the peripheral blood in the 
absence of a definite anemia was “incontrovertible” 
evidence of skeletal metastasis. Watkins® places sig- 
nificance on the presence of “hair cells” in certain 
types of malignancy. ‘There appears to be little 
doubt that the blood smear often will be found to 
suggest malignancy before clinical recognition of a 
carcinoma is possible. 

Correlation of all of these individual observations 
with impressions gained from studies of the blood 
in various diseases can be made to form a picture 
which, properly interpreted, may well serve as second 
only to biopsy of the organ involved. It is to be re- 
membered that the blood and the reticulo-endothelial 
system which it represents constitute an organ con- 
siderably larger than the liver. Furthermore: the 
ramifications of the erythron are to be found in every 
part of the body. In our laboratory blood smears 
are looked upon as biopsies of this large organ rather 
than routine blood determinations. The appearance 
of the cells, both red and white, every abnormality, 
evidence of regeneration, degeneration, or immatur- 
ity, all are considered as part of a complete picture. 


Consistently excellent technique is a prerequisi 
to profitable study of a smear. A thorough knog! 
edge of the variations to be found in normal sme, 


and the staining characteristics of such smears js 9 
sential. Far too little attention is given to these jp. 


portant details. The plight of the hematologist y, 
is content to work with poorly prepared blood smear 
is as serious as that of the surgeon forced to opera 
with a dull knife or the internist who must complet 
a satisfactory examination in a dark room. 


With proper staining one soon finds that the poly. 
morphonuclear cells undergo definite changes whe 
subjected to inflammatory conditions. While alten. 
tions occur in the nuclei, the degenerative changes ip J 
the cytoplasm are more impressive. There is retra. 


tion of the granules with resultant small, sky bly 


cytoplasmic buds. The fine neutrophilic granul:. 


tion, ordinarily inconspicuous, becomes obvious 
granules appear prominent, basophilic, and, as th 
degeneration progresses, these granules become larger 
variable in size, and irregularly distributed. TI 
underlying cytoplasm may become slate blue, a din 
gray, vacuolated, or it may disappear entire! 
Monocytes, too, exhibit definite toxic changes, mon 


cytic activity apparently representing response to in- 


flammatory involvement of large surfaces such as th 


peritoneum or pleura. Plasma cells in any grea 


number suggest peritoneal or pleural inflammaticr 


All of these toxic degenerative changes are presett 


somewhat in proportion to the insult to which th 
cells are subjected. 


Pneumonia, for instance, involving a compati- 
tively large surface area in contact with the bloo 


stream is reflected in a highly toxic blood pictur 


Somewhat analogous to the lung in the relationshij 


of tissue surface to the vascular bed is the kidne 


and one would expect, and does find, severe degener- 


tive changes in the blood in pyelonephritis. Ger J 


eralized peritonitis, empyema: and to a lesser degre 


lung abscess and purulent meningitis all are mirrored 
in the blood in extremely toxic changes. Other it- 
flammatory processes may result in toxic changes the 
severity of which will depend upon the location am 


involvement. Localized abscesses, on the other hand 
are associated with only minor toxic alterations | 
the cells. 


However fascinating the study of blood smears ® 
the attempt to diagnose hidden malignancy, Hod 
kin’s disease, bacterial endocarditis, tuberculosis am 
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other disease, it is in the evaluation of these toxic 
changes that hematology offers a practical contribu- 
tion to surgery. Morphological studies offer an ex- 
cellent possibility for 
hemorrhage from peritonitis, pancreatitis from per- 


differentiating abdominal 
forated duodenal ulcer, or ectopic pregnancy from 
salpingitis. Generalized peritonitis with a low white 
count is not infrequently confused with typhoid 
fever, or the pneumonia patient is considered to have 
a surgical disease. Proper interpretation of the 
blood smear can render valuable assistance in such 
cases. From a limited experience, it seems possible 
that ileitis and abdominal lymphadenitis may be dis- 
tinguishing from acute appendicitis. Bacterial endo- 
carditis frequently is to be considered or excluded 
in differential diagnosis, and often this is easily pos- 
The 
Rosenwasser and 


sible from examination of the blood smear. 
same holds true for septicemia. 
Rosenthal’ noted that while the total count and shift 
may not be appreciably different in mastoid infec- 
tions and their more serious sequelae the toxic 
changes reflect the spread of infection quite accu- 
rately. 

The differential diagnosis of diseases of the liver 
associated with jaundice has been the subject of 
especial study. A detailed report of this work is in 
the process of publication. A marked and definite re- 
ticulocyte crisis has been found to accompany re- 
covery from catarrhal jaundice the toxic hepatoses, 
pneumonia with jaundice, and other parenchymatous 
There is no increase of reticu- 
Ob- 
structive jaundice, in contrast, shows no increase in 


disease of the liver. 
locytes where the patient does not recover. 


reticulocytes either before or after operation for re- 
moval of the obstruction, unless the obstruction is 
superimposed upon chronic parenchymatous disease 
of the liver. A low grade, constant reticulocytosis 
of around 3 per cent frequently is observed in chronic 
liver disease, and the constancy of this response 
readily enables differentiation of these cases from 
mild cases of toxic hepatosis where the reticulocytes 
rise suddenly to a definite peak with beginning re- 
covery. In the presence of a definite reticulocytosis 
in a patient with jaundice, surgery is contra-indicated 
unless there is an associated obvious blood dyscrasia 
or localized source of septicemia which should be 
treated locally. 


Much more is to be deduced from diligent study 
and interpretation of the blood smear. Although 


VIRGINIA MEDICAL MONTHLY 101 


the cause is not always clear, malignancy frequently 
is associated with fairly definite changes in the blood. 
The idea that anemia is to be expected as an inci- 
dental part of most infections is all too prevalent. 
This is especially true of regenerative anemias and 
of anemia in men. While it is relatively common to 
find anemia in women, the presence of anemia in 
men is an entirely different problem and one that 


And 


the blood smear shows any considerable red cell 


demands investigation. in either case where 
activity without hemorrhage or other obvious cause 
malignancy must be considered. The leuko-erythrob- 
lastic blood picture sometimes seen in metastatic bone 
lesions is well known. 

Illustrative of the value of hematological studies in 
differential diagnosis are the following recent ob- 
servations. As the conclusions were arrived at from 
an entirely objective study, the cases are cited only 
briefly. 

Case 1. A white male, aged thirty-nine was re- 
ferred with the diagnosis of pernicious anemia not 
Blood 


severe hypochromic, microcytic anemia without re- 


responding to treatment. smear showed a 


generation. In such an anemia in a man carcinoma 
of the ascending colon must be ruled out. Barium 
enema, operation, and biopsy confirmed the hema- 
tological diagnosis. 

Case 2. A 


anemia with active blood regeneration in a white 


moderate normocytic, hypochromic 
male whose blood smear also showed slight toxic 
changes and many “hair cells” led to the report 
“carcinoma, gastro-intestinal tract, probably lower 
colon.” A gastro-intestinal tract X-ray was negative. 
The patient was found to be a man about forty-five 
years old whose only positive physical finding was an 
This 


revealed a carcinoma of the sigmoid, operation and 


enlarged liver. Barium enema was requested. 
biopsy substantiating the diagnosis. 

Case 3. Anemia and unexplained temperature in 
a negro man about fifty years of age suggested the 
clinical Blood 
showed a severe hypochromic anemia with a macro 


diagnosis of malta fever. smear 
cytic tendency and active regeneration including 
normoblasts. There were also rare cells resembling 
plasma cells and occasional myelocytes. Report was 
returned “metastatic carcinoma or multiple myel- 
oma.” Both the prostate and gastro-intestinal tract 
were found negative on subsequent examination, and 


the patient was discharged. Reporting later for 
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check-up he was referred to the hematological divi- 
sion and was readmitted when study of the blood 
smear again led to the same report. X-rays of the 
pelvis and skull both revealed metastatic carcinoma, 
the lesion in the pelvis suggesting a Ewing’s tumor. 
Autopsy showed a leukosarcoma or malignant myel- 
oma of the ileum with extension to the pelvic muscles 
and metastasis to the liver and lungs. 

Case 4. Blood smears from a twenty-nine-year- 
old white woman were received. These showed an 
extremely regenerative blood picture with a hypo- 
chromic anemia and macrocytosis. The smear sug- 
gested carcinoma of the stomach or ileum and was 
so reported. Operation revealed massive involve- 
ment of the ileum and colon. Biopsy showed a 
highly anaplastic tumor diagnosed as a melanoma 
after report was received from another hospital of a 
previous operation for melanoma of the skin. 


Case 5. An eleven-year-old boy was admitted be- 
cause of abdominal pain and vomiting. On the day 
previously he had been dragged over the field by a 
cow when he became entangled in a rope attached to 
the animal. The total white count was approxi- 
mately 5,500 and aid was requested in the differ- 
ential diagnosis as between intra-peritoneal hemor- 
rhage, rupture of the stomach, and a gangrenous ap- 
pendix with generalized peritonitis. Absence of re- 
generation or other evidence of hemorrhage and a 
severe, toxic white cell picture favored peritonitis. 
Operation revealed a ruptured appendix with gen- 
eralized peritonitis. 


Case 6. Smear was received from a negro youth 
with a white count of approximately 5,000 suspected 
of having peritonitis, typhoid fever, or malaria. Ma- 
larial parasites were found, but there were also ex- 
treme toxic changes not in keeping with malaria. 
The diagnosis of malaria and probable peritonitis 
was verified at operation, a ruptured appendix ac- 
counting for the peritonitis. 

Case 7. Blood smear from a twenty-eight year old 
white male under observation for severe, continuous 
abdominal pain of twenty-four hours’ duration 
showed no notable abnormality. Operation was ad- 
vised against, it being felt that there was no abdomi- 
nal lesion requiring surgery. The patient’s recov- 
ery was uneventful, X-rays taken later showing 
duodenal ileus. 

Case 8. Blood smear from a white male suspected 
of having peritonitis showed a white count of ap- 


proximately 30,000 with a moderate left shift an 
slight degenerative changes in the leukocytes, Rp. 
port was returned “not peritonitis.” Operation x. 
vealed intestinal volvulus. 

Case 9. A differential diagnosis as between pney. 
monia and tuberculosis was requested in the case of 
a negro girl with a white count of approximately 
6,000. Because of a peculiar greyish, fine granula. 
tion often seen in smears from persons with tuber. 


culosis and a regenerative red cell picture, the repon 


was returned “consistent with miliary tuberculosis 


probable peritoneal involvement.” At autopsy sh @ 
was found to have miliary tuberculosis with tube 9 


culous peritonitis. 

Case 10. The question of luetic, rheumatic or bac- 
terial etiology was considered in a case of aortic 
regurgitation in a twenty-eight year old negro male 
who continued to run a moderate temperature. Blood 
smears showed moderately severe, diffuse toxic gran- 
ulation with mononuclear and red cell activity, and 
the report was returned “consistent with bacterial 
endocarditis.” Autopsy verified the diagnosis. 

Case 11. A twenty-seven year old negro admitted 
because of vomiting and severe abdominal pain with 
generalized rigidity was considered to have a rup- 
tured duodenal ulcer, or possibly, volvulus. Row- 
tine blood count showed 35,000 white cells with 45 
per cent lymphocytes, many of these classed as “in- 
mature”. Hematological consultation was requested 
The blood smear showed myeloblasts with many mye- 
locytes. There were no toxic changes consistent with 
peritonitis and report was returned ‘“‘sub-acute mye- 
loid leukemia; no suggestion of a surgical abdomen.” 
Because of continued abdominal signs laparotomy 
was resorted to, when the hematological diagnosis 
was found to be correct. Myeloid necrosis or “in- 
farction” of an enlarged leukemic spleen was sufi- 
ciently severe to account for the abdominal symptoms. 

Case 12. A moderate toxic change without regen- 
erative evidence of blood loss in the case of a young 
married woman complaining of sudden, severe ab- 
dominal pain was thought to indicate salpingitis 
rather than ectopic pregnancy. ‘The future cours 
substantiated the hematologic diagnosis. 

These cases, selected to express the range of pos 
sibilities in differential diagnosis through the study 
of blood smears, are illustrative of the valuable a& 
sistance frequently available in careful studies of 
the blood. To be sure there have been mistakes, te 
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sulting, as a rule, in little more than the added ex- 
pense of negative X-ray films. It is to be empha- 
sized, however, that these studies have been made 
almost entirely objectively. Should such an objec- 
tive examination of the blood be followed by study 
of the patient or correlated with a sufficient knowl- 
edge of the clinical picture, the value of blood smear 
studies in differential diagnosis could be immeasur- 
ably increased. 

With our knowledge of the blood rapidly increas- 
ing it seems to me that the future of hematology lies 
in the interpretation of qualitative rather than quan- 
titative changes in the blood and in the application 
of these changes to the diagnostic problems of medi- 
cine and surgery. I do not mean to leave the im- 
pression that blood counts are to be discarded. 
Rather can they be combined with qualitative studies 
to give a complete blood picture. Viewed as a 
biopsy the blood smear will be found to offer con- 
siderable information to the physician who will learn 
to expect more from, as has been aptly said, “the 


facial expression of the leukocytes” than from the 
mere presence of these cells. Disease frequently gives 
rise to remarkably characteristic leukocytic facies. 
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HERNIATION OF THE INTERVERTEBRAL DISC--A REPORT OF TWO CASES.* 


James T. Rountree, M.D., 
Front Royal, Virginia. 


The two cases presented are very different in his- 
tory but have similar pathology. It is of interest to 
note that the history of the first case covers a period 
of several years, and that of the second is only a few 
weeks in duration; however, both patients gave a 
definite acute onset of symptoms. 

Due to the availability of good literature on the 
detail of this condition the author will not discuss it 
here but will give a few criteria that might lead to 
suspicion of this condition. 

Pain is a very constant symptom in practically all 
instances and will be most noticeable over the sciatic 
notch of the affected side with radiation down the 
sciatic nerve either in part or in entirety of its course. 
The pain may be severe or slight, it may be constant 
or remissive, and it may or may not be affected by 
the weather. Position changes are always noticeably 
important to this type of patient. Accentuation and 
radiation of pain always accompany any straining 
effort, such as sneezing, coughing, or straining at 
stool; this feature aids in differentiating a true cord 


*Surgical Service of the Front Royal Hospital. 


or radicular pain from a peripheral neuritis. The 
pain may be relieved by manipulations, salicylates, 
board bed, rest, etc., or may not; however, if it is 
due to a herniated disc or hypertrophied ligamentum 
flava, the relief will be incomplete or temporary or 
both. 

Neurological changes are not constant. There is 
very often a numbness, tingling or burning over the 
buttocks and corresponding side of the thigh and 
leg. Rarely there is a definite finding, such as com- 
mon peroneal paralysis with foot drop, saddle anes- 
thesia, etc. Examination will show sensation often 
normal and the only reflex that is rather constantly 
affected is an absence or diminution of the Achilles 
reflex of the affected side. 

Laboratory examination is usually negative ex- 
cept for an occasional increase of the total protein 
content of the spinal fluid above 45 milligrams per 
100 millilitres. 

Differential diagnosis is difficult and one must 
rule out peripheral neuritis, spinal cord tumor, car- 
cinoma and sarcoma of the vertebrae, thecae of pelvic 
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viscerae and sclerosis of the cord. Spina bifida oc- 
culta with a small meningocele will often cause simi- 
lar symptoms. 

The final diagnosis hinges upon the finding of a 
filling defect of the corresponding side following the 
injection of 4 or 5 cc. of lipiodol into the subarach- 
noid space and this defect should be very definite be- 
fore a diagnosis is made. It is desirable to have 
someone familiar with this type of X-ray picture to 
check the diagnosis. 

The only satisfactory treatment to date is the sur- 
gical removal of the herniated material. This may 
be done through a small opening gained from a hemi- 
laminectomy under avertin and ether, with removal 
of the disc and lipiodol. Spinal fusion has not yet 
been found necessary routinely following this proce- 
dure, and the average time in bed is from twelve to 
fourteen days following the operation. The mortality 
is very low, being less than .4 per cent and the patient 
is entirely free from his previous pain the day fol- 
lowing operation. 

An X-ray follow-up within thirty to sixty days 
should be done to check against osteoma or scoliosis 
of the spine. 


CasE REPORTS 

Case I.—H. S., age forty-three, white male. Past 
history essentially negative. Present history: June 
24, 1938, patient dived into swimming pool, hit an- 
other person with his shoulder, at the same time 
twisting his back. At that time there was no pain 
except the stiffness of his neck. Four days later there 
was a noticeable numbness and cramping of the right 
gluteal region; later during the day pain radiated 
down the right sciatic nerve. He visited three dif- 
ferent chiropractors within a period of a week. Al- 
though he was manipulated several times by these 
men, he only suffered a more severe pain. At the 
time I saw him it was necessary for him to use nar- 
cotics for relief. The physical examination was en- 
tirely negative except for some paresthesia over the 
right buttocks and an absence of the right Achilles 
reflex. 

Laboratory tests were completely negative. The to- 
tal protein of the spinal fluid was 21 milligrams per 
100 millilitres. Roentgenological examination showed 
a definite filling defect between the third and fourth 
lumbar vertebrae on the right side, which was visible 
following lipiodol injection. The diagnosis was made 
of a herniated intervertebral disc. Because of the fi- 
nancial difficulties the patient was sent to a govern- 


ment hospital and there the diagnosis was confirms ia 

Case II.—J. R., age forty-nine, white male. Py: 
history: In 1935 patient fell off a train, landing » 
his feet and buttocks. Following this he had paral. 
sis of both inferior extremities. This lasted approx. 
mately for one year, at the end of which time the ls 
side was completely relieved but the right leg y, 
still partially paralyzed. In 1936 he entered a Balt 
more hospital where a complete examination was do: We 
and he was told that he had multiple sclerosis, La 
that year he entered another Baltimore hospital whe: 3 
he was advised to have an exploration of the thorac: 3 


spine for possible cord tumor. He refused this oper. 
tion. Since that time he has remained static with & 
possibly some progression of symptoms. 

Present history: He entered the Front Royal Hx 
pital on July 12 for the purpose of further spin 
cord study. Examination: The patient is norm 
except a mild degree of psychiasthenia. He ha 
some hyperesthesia, and paresthesia over the later 
surface of the right thigh and a diminution of th 
Achilles reflex on the right side. Laboratory tess 
for both the blood and spinal fluid were entireh 
negative. Roentgenological examination of the spin 
after an injection of lipiodol showed a definite filling 
defect on the right between the fourth and fit 
lumbar verterbrae. A diagnosis of herniated in- 
tervertebral disc was made. On July 22 the patient 
had a laminectomy of the fourth and fifth lumbar 
laminae. The spinal cord was exposed and r 
tracted, underneath which was present a round by- 
pertrophied disc compressing the fourth lumbar nert 
on the right side against a hypertrophied ligamentum 
flava. Convalescence was uneventful except for a 
attack of pyelitis which was controlled in two days 
All previous disability and abnormal sensation dis 
appeared. He was discharged from the hospital « 
August 2, 1938. The patient should be rechecked 
within thirty days for possible scoliosis or osteom 
The prognosis on this case should be favorable. 


BIBLIOGRAPHY 

1. Barr, Joseph S.: Sciatica Caused by Intervertebr 
Disc Lesions. Jour. Bone and Joint Surg., Vol. Xi, 
No. 2, April, 1937. 

2. Calve, J., and Galland, M.: The Intervertebral Nv 
cleus Pulposus—Its Anatomy, Its Physiology, Is 
Pathology. Jour. Bone and Joint Surg., 12, Jul 
1930, 555-578. 

3. Dandy, W. E.: Loose Cartilage of Intervertebral 
Disc Simulating Tumor of the Spinal Cord. Bull 
neurol. Institute, N. Y., Vol. 1, 350-388, 1931. 


4 
4 
= 


‘ebruan 


on firme; 
le. Pas 
nding 
1 paral). 
appron. 
e the le: 


‘al wher 
thorac 


is oper:- 


tic with 


val Hos. 
T spina 
horma 
He ha: 
e later 
n of the 
TY tests 
entire] 
he spin 
re filling 
nd fift 
ited in- 
patient 
lumbar 
and te 
und hy- 
ar nerve 
mentum 
for an 
yo days 
ion dis 
pital o 
checked 
ysteoma 


ertebral 
ol. XIX, 


ral Nu 
ogy, Its 
2, July 


ertebral 
|. Bull 
31. 


1939] VIRGINIA MEDICAL MONTHLY 105 


4, Hampton, Aubrey O., and Robinson, J. Maurice: The 
Roentgenographic Demonstration of Rupture of the 
Intervertebral Disc Into the Spinal Canal After the 
Injection of Lipiodol. Amer. Jour. of Roentgenol- 
ogy and Radium Therapy, Vol. 36, No. 6, 782- 
803, December, 1936. 

_ Love, J. S.: The Role of Intervertebral Disc in the 
Production of Chronic Low Back and Sciatic Pain. 
Proc. Staff Mayo Clinic, Vol. XII, No. 24, June 16, 
1937. 


5 


6. Mixter, W. J., and Barr, J. S.: Rupture of the Inter- 
vertebral Disc with Involvement of the Spinal 


Cord. New Eng. Jour. of Med., 211; August 2, 1934, 
210-215. 

Peet, M. M., and Echols, D. H.: Herniation of the 
Nucleus Pulposus; Cause of Compressions of the 
Spinal Cord. Arch. Neurol. and Psychiat., 32; No- 
vember, 1934, 924-932. 

8. Rountree, James T.: The Diagnosis and Treatment 
of Spinal Cord Tumors and the Report of an Un- 
usual Case. Hospital News, U. S. Public Health 
Service, Vol. V, No. 8, April 15, 1938. 

. Williams, Paul C.: Lesions of the Lumbo-Sacral Spine. 
Part Il. Jour. Bone and Joint Surg., Vol. X1X, No. 
3, July, 1937. 


REVIEW OF LITERATURE ON MESENTERIC ADENITIS.* 


J. M. Emmett, M.D., 
M. F tess, M.D., 


and 


F. H. Yorxorr, M.D., 
Clifton Forge, Virginia. 


Wilensky and Hahn in 1926 reviewed the litera- 
ture They reported several of the suppurative type 
in which intestinal obstruction was a complication. 
They noted that mesenteric adenitis was practically 
never seen in appendicitis and that in cases of mesen- 
teric adenitis there was no pathologic change in the 
appendix. They also stated that in typhoid fever 
there occurred mesenteric adenitis with lesions in 
the Peyer’s patches without any appendiceal in- 
volvement. They concluded that the Peyer’s patches 
play a similar role in mesenteric adenitis, as do the 
tonsils in cervical adenitis—that is, the portal of 
entry for the infecting bacteria. 

Strombeck in 1932 reviewed the literature and re- 
ported forty cases. The average age was thirteen 
years. He thought that the cause was probably an 
enteritis and that the appendix was unrelated to the 
disease. 

Coleman in 1935 reported eighty-six cases. The 
average age was fourteen years. Seventy-eight of 
his cases were operated on and thirty of these were 
diagnosed correctly preoperatively. Sometimes the 
adenitis was generalized and sometimes ileocecal. 
There was no suppuration; the glands showed simple 
hyperplasia and the cultures were negative. The 
sources of infection were possible from either respi- 
ratory or intestinal tract; in winter and spring in- 
fected tonsils or recent cold, and about 90 per cent 


"Read before the Medical Association of the Valley of 
Virginia, at Harrisonburg, Va., May 26, 1938. 


of these showed cervical adenopathy; in the summer 
months diarrhea occurred seven to ten days prior to 
symptoms. Some of his patients were pale and un- 
derweight, but more were rugged and in otherwise 
good health. Over half had mild repeated attacks 
of abdominal pain. 

In the differential diagnosis from appendicitis the 
tenderness is quite generalized, moderate amount of 
tenderness in upper abdomen; may be tender over 
McBurney’s point but there was also a corresponding 
area on left side. 

Sixteen cases had acute appendicitis and acute 
mesenteric adenitis. All cases had cessation of symp- 
toms following operation. 

White and Collins in 1936 reported sixteen cases. 
They note a seasonal periodicity not unlike an epi- 
demic of communicable disease. They suggest a 
filtrable virus as the cause. 

Schrager in 1937 mentioned that the cases oc- 
curred in pale, thin children between ages of five 
and eleven, with hypertrophied tonsils and adenoids 
and cervical adenitis. He discusses the differential 
diagnosis from appendicitis as follows: 

1. In appendicitis the sequence of symptoms is 
pain, nausea and vomiting, localized pain and ele- 
vation in temperature. When symptoms do not oc- 
cur in this order, question the diagnosis. In mesen- 
teric adenitis the order and sequence of events are apt 
to be distorted as temperature often precedes ab- 
dominal pain and reaches 102-103 in very short 
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time. Pain is greater than tenderness in mesenteric 
adenitis and the reverse is true in appendicitis. 
Nausea and vomiting not constant in adenitis cases. 

2. As long as the process is confined to the walls 
of the appendix the patient does not look or feel sick. 
In mesenteric adenitis the patient is apt to feel and 
look ill and this is greatest single hint that we may 
be dealing with this condition. 

3. In appendicitis pulse, temperature and leucocy- 
tosis run parallel to each other. In adenitis there 
is no strict parallelism and the time element varies. 
Patient may have high temperature six to eight hours 
after onset with leucocyte count above 20,000. The 
leucocyte count tends to be higher in adenitis. He 
listed the following conditions to be differentiated: 
intussusception, Mendel’s diverticulum, abdominal 
grippe, pyelitis, typhoid, pneumonia, pericarditis, in- 
fectious mononucleosis and abdominal tuberculosis. 

McKetchnie and Priestley in 1937 reported sixty 
cases from the Mayo clinic. The majority were un- 
der twenty years of age and there was no sex pre- 
dominance. They found a focus in thirty-six cases, 
especially teeth, tonsils and sinuses. They stated 
that the only differences from findings of appendicitis 
were the frequency of previous attacks and the in- 
frequency of reflex rigidity of rectus muscle in ade- 
nitis. They thought that even if diagnosis is sus- 
pected, operation is indicated in almost all cases. 
One of their patients died following operation and 
25 per cent had recurrent attacks after operation. 

Rosenberg in 1937 reported seventy-five cases. 
He divided the cases into four groups. 

1. Chronic. 

2. Acute 

3. Acute fulminating 

4. Acute suppurative. 


In the acute fulminating type the patient was 
toxic and there was diffuse abdominal pain localiz- 
ing in right lower quadrant, diffuse tenderness right 
lower quadrant and left lower quadrant with variable 
rigidity. Rebound tenderness exquisite even in 
lower left quadrant. Temperature 101-103, rapid 
pulse, white blood count 20,000 with high polys. At 
operation clear to slightly cloudy fluid, which was 
negative on culture. Small and large intestine and 
appendix showed diffuse injection and mesentery 
studded with glands. 


In acute suppurative type abscess formation or 
generalized peritonitis occurred. In the etiology he 
stated that it is not tubercular; there is a seasonal 


incidence and foci of infection played a part. } 
twenty-three of his cases T and A had been don: 
Two-thirds of the cases replying to questionnaiy: 
after operation still had abdominal pain. 

He advised cod liver oil, ultraviolet and eradic. 
tion of foci. X-ray therapy was advised for thoy 
with persistent symptoms. 

Brown reported thirty cases in 1937. Fifteen of TR 
the cases had recurrent attacks. There were » © 
bowel disturbances and vomiting occurred in only 
eight cases. Half of the cases had dizziness anj 
headache prior to pain. Pain not constant in loc. § 
tion and tenderness in most cases not at McBurney’; 
point. Twenty-two of the thirty cases had m 
rigidity. In twenty-five of the cases the glands wer 
ileocecal. No recurrence after operation. He noted 
that 9 per cent of the cases operated on for ap- 
pendicitis had mesenteric adenitis. 

Adams and Olney in 1938 reported twelve cases. 
All were under fourteen. Eight cases were related 
to upper respiratory infection. Only two had lo 
calized pain in right lower quadrant, only three had 
localized tenderness in right lower quadrant, and 
four had right rectus rigidity. The white count was 
out of proportion to temperature, several over 20- 
000 and one was 41,000. In one case hemolytic. 
strep. was cultured from node. 

The largest series was reported by Klein in 1938. 
He had 140 and exploratory operation was done in 
every alternate case of the first 100 cases to corrob- 
orate the diagnosis. 

He states that the cause is absorption of toxins 
from intestinal tract, either bacterial in origin or 
products of digestion. Mesenteric adenitis is always 
accompanied or immediately preceded by inflamma- 
tion of intestine as observed at operation. ‘The state- 
ment that mesenteric adenitis is preceded by upper 
respiratory infection is not true and in only 8 per 
cent of the cases was there history of upper respir- 
tory tract infection. 


Eighteen per cent of children and adolescents a(- 
mitted with diagnosis of acute or subacute appendi- 
citis had mesenteric adenitis. He quoted Still's 
statement that 59 per cent of children on whom 
autopsy was done had enlarged glands. 

The average age was twelve years: 58 per cet 
were girls. 

He divided the cases into three types: 

1. The first type was uncommon and only eight 
cases were included. They had sudden onset with 
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temperature of 105-106 and marked toxemia; white 
blood count 20,000 with 80-90 per cent polys. The 
pulse was rapid and throat congested. The abdo- 
men was distended and tender throughout, espe- 
cially right lower quadrant. 
especially small intestine, was thickened and red. 
Pain recurs at 


The whole intestine, 


2. Second type is most common. 
frequent intervals and is most marked in right lower 
quadrant. Forty per cent of cases had vomiting 
which usually occurs four hours or more after onset. 
In first twenty-four hours temperature is 102-103 
and white count is 18,000 with 80 per cent polys; in 
next twenty-four hours temperature is 100-101 with 
10,000 white cells. 

The patient is comfortable in recumbent position. 
Slight tenderness about 4 cm. to right and below 
umbilicus but much higher than McBurney’s. There 
may be mild resistance but no rigidity. There is 
no rebound tenderness on right side when hand is 
suddenly removed from left lower quadrant. 

When patient is turned on left side for thirty 
seconds the tender area shifts to left of umbilicus and 
is absent on right side. When turned to right side 
tenderness is absent on left and more marked on 
When the 
patient is turned the mesentery and small intestine 


right than when patient was on back. 


gravitate but cecum and appendix cannot be shifted. 
When present this sign always differentiates mesen- 
teric adenitis from appendicitis. 

3. In this type there is the same history as above 
but whereas tenderness can be shifted from right to 
left, there persist a tenderness over the cecum. ‘These 
cases cannot always be differentiated from appen- 
dicitis. In these cases there is conglomeration of 
glands in ileocecal region and the appendix is con- 
gested and thickened. 
ileum, cecum and part of ascending colon and the 


There is inflammation of 


appendiceal involvement is part of the whole proc- 
ess. A contributing factor is the interference with 
normal blood circulation in appendix by enlarged 
glands in ileocecal angle. ‘These patients must be 
watched and if rigidity occurs and poly count re- 
mains high, an exploratory operation must be done. 
Pathological studies showed congestion present in 
small number of these appendices. All glands were 
sterile. 

Of fifty cases equally divided between operated 
and non-operated cases and observed one to two years, 
both sets had repeated mild attacks of abdominal 
pain. 


MESENTERIC LYMPHADENITIS 

The operative findings of an acute mesenteric lym- 
phadenitis in those patients operated upon for acute 
appendicitis has brought this condition to the fore- 
front as a clinical entity. The present study is based 
on thirty-five cases from January, 1927, to Janu- 
ary, 1937, at the Chesapeake and Ohio Hospital. 
The diagnosis was not made in the years 1927, 1928, 
1929, and only two cases were recorded in 1930 as 
compared to eight cases recorded in 1937. Because 
of the difficulty of differentiating acute mesenteric 
lymphadenitis from acute appendicitis, this study was 
made in order to bring out any points, if possible, 
to make for better diagnosis. 

There are three age groups, divided as follows: 
Group I—ten months to ten years. Group II—ten 
to twenty years. Group I1I—twenty to thirty years. 
In the first group there were ten patients. There 
were seventeen in the second group and eight in Group 
III. These figures are consistent with those re- 
ported by Adams and Olney in the March, 1938, 
issue of Annals of Surgery. These authors state 
that the disease occurs chiefly in young people. 
There were twenty females and fifteen males. 

Fifteen of the cases occurred in winter, six oc- 
curred in the spring, and six occurred in the sum- 
mertime. Eight occurred in the fall of the year. 
As can be seen, there are almost twice as many oc- 
curring in winter as in any other one season. 

Sixteen of the cases had an upper respiratory in- 
fection either in the form of an acute coryza or a 
pharyngitis. Four of the youngsters below the age 
of ten years had cervical adenopathy associated with 
sore throats. It is not known how many cases had 
attacks of tonsillitis as the records were not always 
adequate as to the tonsillar findings. 

Concerning the signs and symptoms, twenty-four 
cases showed abdominal tenderness. Eight showed 
some abdominal rigidity usually in the right lower 
quadrant. The fever curve ran from ninety-nine to 
101, but in five of the children the temperature was 
102-103. Twenty-five cases showed nausea. In six- 
teen vomiting was a prominent symptoms. Diarrhea 
occurred in one. In four was there colic. The pain 
localities were distributed as follows: Right lower 
quadrant nineteen; umbilical three; epigastric one; 
left lower quadrant one; generalized one. We are 
sorry to say in a good many cases the rectal examina- 
tion was not recorded. Five cases gave a history of 
repeated attacks similar in nature. It is interesting 
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to speculate as to whether these attacks continued 
after appendectomy. 

Ten cases of the thirty-five were not operated upon. 
Of the ten, seven were not operated upon during the 
years 1936 and 1937. The usual operative findings 
were a diffuse enlargement of the mesenteric lymph 
nodes with some free peritoneal fluid and with little 
or no involvement of the appendix. 

The highest white cell count was 21,000, occurring 
in a child with acute pharyngitis. The average was 
8,000 to 12,000. 


CONCLUSIONS 

1. Many cases of mesenteric lymphadenitis ap 
diagnosed at operation. 

2. In cases of acute abdomen in children it js a¢. 
visable to operate. 

3. Half of the cases are associated with an uppe 
respiratory infection. 

4. The incidence of the condition is greater jp 
winter than any other time of year. 


5. The disease is primarily one of young people 


THE LEUKOPENIC INDEX IN PEDIATRIC ALLERGY. 


Hoce, M.D., 


Newport News, Virginia. 


Since Vaughan introduced the leukopenic index 
in 1934, it has been used by many as an aid in the 
diagnosis of food allergy. It is known that the 
scratch and intradermal tests are not as reliable in 
infants as they are in adults. Therefore it seems that 
this procedure should be a valuable one in pediatric 
allergy. Washburn’s! rather extensive work on the 
variability of the white blood cell count in infants 
would tend to show that the leukopenic index could 
not be a reliable procedure. Although the infants in 
his series were kept on the usual foods and routine. 
Seller’s? work on the white blood cell count under 
conditions such as rest, fasting, exercise and meals 
revealed a consistent, uniform count. 

The leukopenic index detected the offending al- 
lergens in the following cases when the scratch and 
intradermal tests were negative. 

Case 1. M.A.F. Age—thirteen months. Asthma, 
eczema and colic for one month. The mother has 
hay fever and the father asthma. The scratch and 
intradermal tests were negative to all allergens. The 
leukopenic index to wheat and egg showed a leuko- 
cytosis. The leukopenic index for milk showed the 
following: Fasting count, 9,050; one-half hour after 
ingestion, 7,870; one hour after ingestion, 7,000; 
one and one-half hours after ingestion, 6,900. This 
showed a drop in the white cell count of 2,150. 
Milk was removed from the diet and Sobee substi- 
tuted with a relief of her asthma, colic and eczema. 

Case 2. R.B.H. Age—twenty-two months. 
Asthma for five months. Uncle has asthma. 
Scratch and intradermal tests were negative. The 


leukopenic index to egg, vegetables and oatmeal 
showed a leukocytosis. The leukopenic count to 
wheat was positive. It was definitely shown that the 
patient could eat wheat without any symptoms so that 
this must be considered a false positive reaction. 
The leukopenic index to milk showed the following: 
Fasting count, 13,700; one-half hour after ingestion, 
13,600; one hour after ingestion, 12,950; one and 
one-half hours after ingestion, 11,800. This showed 
a drop in the white cell count of 1,500. This patient 
was put on Sobee and his asthma disappeared. One 
month later the mother gave the baby a glass of milk 
and a severe attack of asthma followed. She thought 
that milk was essential for growth in a child. 
Case 3. J.R. Age—eight years. Asthma for 
several years. No family history of allergy. This 
patient had asthma every time she went near horses. 
The scratch test for horse dander was positive. In 
doing the usual allergic work-up this patient showed 
a leukopenia to wheat and a leukocytosis to egg and 
milk. The leukopenic index for wheat was done on 
two different occasions which showed the following: 
Fasting count, 6,800; one-half hour after ingestion, 
6,100; one hour after ingestion, 5,300; one and one- 
half hours after ingestion, 5,200. This showed 4 
drop in the while cell count of 1,600. The second 
count was done three days later which showed the 
following: Fasting count, 7,064; one-half hour 
after ingestion, 5,475; one hour after ingestion, 
5,150; one and one-half hours after ingestion, 4,950. 
This showed a drop in the white cell count of 2,114. 
The scratch and intradermal tests were negative. 
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The patient was eating wheat without having any 
definite symptoms. However, the mother noticed 
that whenever she (the patient) helped to make 
With 
this in mind, I placed some flour on the mucous 


bread, she would sneeze and rub her nose. 


membrane of her nose and she had a violent attack 


of asthma. 
Case 4. E.D.T. 
since birth. Father has asthma and hay fever. 


“Colic’”’ 
This 
baby was on breast for two weeks and then changed 


Age—four months. 


to a formula of evaporated milk and dextro-maltose 
because he cried practically all of the time. From 
the age of two weeks to four months he was given 
evaporated milk, lactic acid evaporated milk and 
Drvco. He had much gas, alternating loose and 
constipated stools and cried a great deal when on 
all of them. Scratch test to whole milk, casein and 
lactalbumin were negative. 
to milk showed the following: 


The leukopenic index 
Fasting count, 13,- 
050: one-half hour after ingestion, 12,700; one hour 
after ingestion, 11,300; a drop on the white blood 
cells of 1,750. Sobee was substituted for milk and 
the baby ceased to cry and gained sufficiently. After 
being on Sobee for two weeks, he began to refuse it. 
He was then given a formula of cultured lactic acid 
milk. This gave even better results than Sobee. 
When Pablum was added to this patient’s diet, he 
developed asthma. 

Case 5. E.M. 
loose stools and vomiting. 
lergy. On breast for ten days and since then has 
been on evaporated milk, goat’s milk and alacta. 
Leukopenic counts were done for evaporated milk, 


“Calc”, 


No family history of al- 


Age—eleven weeks. 


whole milk, cream of wheat and Mull-soy. The 
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leukopenic counts to whole milk and evaporated milk 
were positive. Cream of wheat showed a slight leu- 
kocytosis and the count for Mull-soy dropped 100 


which is considered negative. The counts were as 


follows: 
Eva- 
Whole porated Cream 
milk milk of Wheat Mull-soy 
Fasting count 5,600 5,500 4,075 4,900 
One-half hour later__ 4,150 4,500 4,110 4,825 
One hour later 3,700 3,650 4,300 4,800 


The baby was put on a formula of Mull-soy and his 
symptoms subsided. 

I believe that it has been shown from these cases 
that the leukopenic index is of value in pediatric 
allergy. In the first three cases the patient received 
a complete allergic work-up along with leukopenic 
counts to milk, egg and wheat. The leukopenic in- 
dex made the diagnosis in these cases after the 
scratch and intradermals had failed. Case four only 
had the scratch test and the leukopenic index. Case 
five had only the leukopenic counts to foods. 


SUMMARY 
It seems worth while to include leukopenic counts 
to at least, milk, egg and wheat in the allergic study 
of any infant or child. 
Note.—Cases 1, 2, 3, and 5 are from the records of the 
Babies Hospital, Wilmington, N. C. 
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WHAT OUR PATIENTS THINK. 


Baltimore, Maryland. 


In our association with that group of individuals 
labeled as “patients”, we as medical men have erred 
immensely in treating the mental attitude relative to 
anatomical complaints. One is struck with the fact 
that this gist of humanity, coming to us as it does 
injured with the variegated troubles that protoplasm 
is heir to, falls prey to illusions and misrepresenta- 
tions of disease entities. Perplexed and concerned 
with symptomatology defined as disease, a pathologi- 
cal patient comes into our office bereft of the nicety 


and calm which once controlled a palpitating heart. 
The individual voices much in verbage, but, since we 
have accustomed ourselves in becoming deaf to the 
unnecessary and eager to the pertinent, we manage 
to sift the importancies. Satisfied that the monologue 
has dwindled down to diagnostic dimensions, we pro- 
ceed to advise our patients in therapeutic terms. 
After worrying our patients with tongue-twisting 
nomenclature, we somewhat vaguely make it under- 
stood that hospitalization is necessary. From this 
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point, the patient builds worse than he knows and 
constructs ill-fated hospitals with all their whiteness 
and all their secrecy. Hurried into a world which 
at an earlier time existed for iron-jawed surgeons, 
the unsuspecting patient suddenly becomes a mem- 
ber, a disciple of an institution whose theories and 
practices were gathered from the back fence league 
of nations collected in the form of news monging 
neighbors. 

Having passed the portals of entry, the patient 
with some difficulty and originality, manages to get a 
complaining anatomy into a puzzle-shaped gown. 
Already in the throes of a disease-enemy, he or she is 
immediately introduced in a half-scared but half- 
sacred manner to a bespectacled individual with a 
stethoscope bulging from one pocket and a reflex 
hammer from another. In some weak way the pa- 
tient knows that the oniy purpose that a stethoscope 
has in being so conspicuous is to prove that he or 
she has a bad heart. And so the pulse, in accord with 
the physiology of a palpitating heart rises in fre- 
quency; meanwhile thoughts that he or she might 
live are notoriously dying. _Unlooked-for sympathy 
and an obliging bed-side manner soon overcomes the 
bridge of restraint and slowly but surely words come. 
Momentarily, the patient is overcome by an unmis- 
takable smell simulating celestial odor but sometime 
later in the privacy of the chamber or during words 
in the ward, the realization comes that it is nothing 
but matter-of-fact ether. Worry becomes increased 
and the desire for complacency and quietude of 
disposition are no longer intact, these noble attri- 
butes becoming far flung but somehow restrained by 
a tighter clutch on a cumbersome pocketbook. 
Nurses, doctors, Baumanometers, needles, blood 
counts, urine analyses in unending stream play on 
the anatomy or confusion of the patient. All of 
these procedures are done without much explana- 
tion to the patient who lies down bedridden only to 
be hourly awakened by a needle or a palpating hand. 
All the while physical strain and mental anguish 
are getting worse and tend only to grow sweet with 
the thought that operation on the morrow will en- 
courage forgetting. An air of efficiency is given the 
place by the hurrying white-coated attendants. Dur- 
ing the night nurses go up and down the halls with 
small blocks of ice clinking in glasses like cow-bells 
in a pasture and to this the patient attempts sleep. 


By this time the patient begins to wonder what she 
has. Is it my appendix or my ovaries that is giving 


me trouble? Where is the cussed appendix anywy 
If it ruptures, will I die? The doctor said | }y 
ovaries; what are they for? I think that’s whe 


babies are born, or are they supposed to control em, 
tions and menstruation? The doctor said my hem § 


globin is ninety; what’s hemoglobin, and is ning 
good or bad? I wonder why they keep sticking» 


with those darn needles all the time? Will the }y. Ey 


podermics make me a drug addict? And g9 
queries mount until the patient is one big mess 
quandary and question. So many things done m 


tinely in a hospital, while simple enough to the doe: 


take on the. aspect of some grave procedure, and 


word or two properly given will aid much in mir § 
taining mental peace. The role of the hypodem 


is explained by the sleep which follows it or the r. 
lief from pain. Intravenous medication is inte. 
preted as some scientific way of treating disease wi 
fancy drugs. The prick of a needle for smear 
white or red counts, means that something is floxt 
ing in the blood stream and must be delivered ther. 
from. Vague ideas that the circulation is everythin 
from a cooling system to a fluid containing the eme- 
tions in solution are harbored by the sickly individ. 
uals. The intricacies of the pumping heart, the p 
ripheral pulse, and digestion are passed over not- 
chalantly during the period of health, but imm. 
diately upon becoming hospitalized a new and mi 
understanding note is given these phenomena. 

It would appear to the writer that a teaching ir- 
stitution with its embryonic medical men combi 
the wards with cigar boxes laden with pipettes, slide 
and solutions, with their almost shy manner of bet: 
side approach, and with an artificial profession 
air, have much to do in the moulded opinions 
the hospital population. Many students have note 
the amazed countenance on patienthood. Whi 
their position of comparative insignificance, as fa 
as the many problems in differential diagnosis « 
concerned, does not. perplex the patient, it is m0 
comforting to the sickly ones that another individu 
is in sympathy with an abnormal appendix, gill 
bladder or whatever the case may be. Certainly ou 
patients who manage to live through admittance & 
amination, sophomore meddling, junior ward round 
and senior investigation must be thoroughly it 
pressed with the concern if not the completeness, 
our attempts at diagnosis. Some patients dwell # 
the thought that they are naught but textbooks atl 
that their pages are leafed and turned with all th 
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jervor of a novel. ‘This procedure is appreciated by 
some patients but others, whose threshold of excit- 
ability is notably low, become obviously griped, lose 
loveliness of ladyhood, and become roaringly refrac- 
tive to young up-starts insistent on doing a blood 
count. Most patients have nothing but disdain for 
student needle-work and only a small number, upon 
completion of the smear and pipette filling, are re- 
warded with thanks. This is not always due to the 
indisposition of the patient as it is to the lack of ex- 
planation given by the student doing the work. 

A few words to the effect that the blood study is 
to show what effect the local condition has on the 
system as a whole will in many cases prevent an un- 
kind thought to be kindled in the mind of the pa- 
tient. Generally their thoughts are premeditated and 
patients know, by their vague way, that you are 
absolutely on a “hurting” intention and that their 
most tender places cannot escape those long, subtle 
fingers. They take care that most severe contemptu- 
ous distortion of the features are enough to indicate 
the sorest spot on the belly. They think nobly of 
the diagnostician who palpates the normal side first 
and approaches the complaining area lightly but 
positively. Any abrupt, unexplaining digital thrust 
into an intensely tender gall-bladder will not evoke 
any gentle thought on the part of the patient and, 
as a result, the opinion does not play on the sweeter 
side when the patient is again back in community 
circulation. 


Patients relegated to a life of the hospital bed 
Where 
they were once ambulant and lived in the ecstasy of 
the family, friends, home cooking, and the bath- 
room, they now have to accustom themselves to a 


have new problems to meet and to serve. 


routine of an unordered diet, hypodermics, alcohol 
tubs, bed baths and bedpans. Sleep does not come 
easily on the first night, and until telepage, hurry- 
ing nurses, and visiting doctors become common- 
place to the patient, the individual must struggle the 
best he or she can. Newness makes for unrest. 
Kindergartened into a new environment, it requires 
some hours before familiarity allows uninterest in 
all of this extra-curricula. The new home is made 
more hospitable by smiling nurses and their unique 
way of fixing bed sheets. Patients wonder at the 
rapidity with which nurses deftly handle their many 
tasks. Perhaps it is the nurses who give the patient 
the first feeling of niceness. It is given to the doctor 


to continue the filial feeling. While lying helpless, 


a vague statement upon 


took out’’. 
to which the patient has access while lying in bed 


spilled themselves over a disturbed countenance 
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there is always back-grounded the thought that it 
will be so good to walk again in the sunshine and 
assume the tasks of civilian life. Things which 
were done on the outside by the patient consume 
much of the idle time not taken up by books and 
needles. Friendship with a neighbor patient is made 
and any eavesdropping into their conversation will 
tell much as to what they think about the whole mat- 
ter. After making diagnosis of each other’s illness, 
the loss of words and wisdom is remarkable. Cer- 
tainly they must have discussed the doctors, the 
nurses and the drugs to which they owe some degree 
of good. Human nature dwells on the problems 
which are of immediate concern to the parties in- 
volved. A study of the thoughts expressed will re- 
veal many to be useless, unnecessary, and non-con- 
tributory. However, since there is some good in 
everything, it occurs to the writer that many of the 
word thoughts given in this paper are those of the 
patient’s inward self. Imagination has to be most 
vivid to include all unusual thinking processes 
evolved by a disturbed brain. 


It is not right to allow our patients to reach their 
own conclusions about their diseases, especially when 
their ideas border too closely on the malignant side 
of a benign condition. The ill effects produced by 
telling the patient she has a ptosed transverse colon 
would in a great measure be alleviated by giving the 
patient a few encouraging words. 
ing a few big words about the colon and endeavor- 


Merely mention- 


ing no explanation is a good way to make the patient 
“colocentric” and worrisome about a condition which 
is probably normal anyway. Ovarian cysts when re- 
moved should be explained to the patient and not 
indelibly fixed as an insult to injury by saying that 
“besides the appendix, we took something else out”. 
Consider for a moment the supreme interest the pa- 
tient has in her own condition. She does not under- 
stand the complex nomenclature used nor does she 
understand the hurried, brief statements made by the 
busy doctor who dismisses anatomical simplicity by 
which the patient at- 
empts solution all the day long. Obviously, she 
does not understand those other things ‘‘which we 


Remember if you will, the many hours 


for ten days reflecting and misinterpreting ambiguity. 


An insight into the post-operative worry will reveal 


that many tears have overflowed the puncta and 
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merely because the patient was not told what was 
done and was left painfully alone to dwell on ques- 
tion marks beneath the incision. 


It does not require much recollection to recall 
many patients in the wards who were operated upon 
some years before and who did not know whether 
they have one or two ovaries. One patient stated 
that both her ovaries and her “womb” were removed 
but she was still menstruating. Obviously this con- 
clusion was her own and not the counsel of the doctor 
who no doubt did a marvelous surgical procedure 
but gave an insignificant follow up conversation with 
the patient. Perhaps for some hippocratic reason it 
was decided to keep the patient in total ignorance. 
The rationale of the latter choice is not clear to this 
writer. Patients enter the hospital and don’t know 
whether they have one or two Fallopian tubes and 
if the incision is midline, they can’t tell you whether 
it was the right or left which was removed. In solv- 
ing the tears of one patient it was disclosed that the 
doctors “‘took something else out besides the ap- 
pendix’, but this something else was never ex- 
plained to the patient whose part in the matter 
made no difference other than that she was the pa- 
tient. The patient began to harbor ideas that her 
intended marriage would have to be cancelled be- 
cause this “something else’? made her sterile! <A 
look on the chart showed that a small cyst on the 
right ovary was punctured and the walls removed. 
What relief came to that anguished woman when she 
was informed that she had a small cyst on the ovary 
and it was removed merely because it might have 
gotten larger and caused symptoms in later life; 
that its finding during the appendectomy was in- 
cidental. How relieving and tear-sparing are the 
doctor’s words when he endeavors simple explana- 
tion! There is no logic in letting our patients be- 
come “hysteroid” merely because we neglect to in- 
form them about findings which are obviously benign. 
However, it is true that in certain cases we must 
cultivate the gift of taciturnity, that our patients 
may not weep. Herein, comes the prudence and 
judgment of the doctor. 


It would be interesting and novel indeed to delve 
into the results of a questionnaire handed to pa- 
tients during their hospitalization. Such a plan 
would give an abundance of information and in- 
struct us just what perplexes patients about their 
diseases and their doctors. Through this medium we 
could learn what our patients think about while 
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they lie down between pains—thinking, thinking, ay; 
making much ado about nothing. 


U. S. Marine Hospital. 


Miscellaneous 


T. B. Diagnostic Standards. 


“Diagnostic Standards’’, tentative edition 1938  & 
the National Tuberculosis Association is now read 
Several important changes hay 


for distribution. 
been made in the classification of tuberculosis in this 
edition. The terms “primary tuberculosis” and “r. 
infection tuberculosis” are used to replace “child. 
hood type” and “adult type” respectively. The tem 
“unstable” is now employed to describe cases for. 
merly classified as “improved” and “unimproved 

In the chapter ““Pathogenetic Development of Piul- 
monary Tuberculosis” primary and reinfection tuber. 
culosis are discussed clearly and in considerable de. 
tail. The differentiation and the clinical significane 
of these two types are clearly outlined. 

Under “Clinical Course of Tuberculosis Control 
with Pathological Conceptions” an attempt is maée 
to correlate for the clinician the clinic symptoms and 
the pathological processes. 

“Diagnosis of Tuberculosis’, primary tuberculosis 
is discussed separately from the reinfection type and 
the importance of the history, symptoms, both con- 
stitutional and local, are described in detail for bot! 
the primary and the reinfection type of tuberculosis 

Discussion of “Classification of Tuberculosis” a 
entirely new form for the classification based m 
pathology is included. This will be of great beneii 
to sanatoria physicians, and tuberculosis specialists 
but is hardly applicable to internists and gener 
practitioners. 

Under the heading of “Tuberculosis Control” the 
authors emphasized the importance of discoverity 
and effectively segregating patients with readily con 
municable forms of tuberculosis if further control 0! 
the disease is to be made. They state that tuberct- 
losis had been almost eradicated from the cattle 
the United States. Emphasis is placed on the it- 
portance of wholesale, periodic, clinic and laboraton 
examination in order to locate the early or unsis 
pected case. 

The technique of the intradermal tuberculin te 
using old tuberculin and the new Purified Proteit 
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Derivative is described in detail with interpretation 
of results and contraindication for its use. 

The technique of the demonstration of tubercle 
bacilli by the direct smear, by concentration method, 
and by cultural and animal inoculation are ade- 
quately discussed. The difficulties incurred and the 
importance of accurate X-ray films is emphasized in 
the concluding paragraph. 

This little book, consisting of thirty-two pages, 
may be secured for ten cents from the Virginia Tu- 
berculosis Association, Atlantic Life Building, Sixth 
and Main Streets, Richmond, Virginia. 

Epcar C. Harper, M.D. 


Public Health Statistics 


I. C. Riccin, M. D., 
State Health Commissioner of Virginia. 


The report of the State Health Department’s bu- 
reau of communicable diseases, as compiled for the 
month of December, shows the following cases as 
compared with the same month in 1937. 


1938 1937 
Typhoid and Paratyphoid Fever__- 12 
Diphtheria 135 
Scarlet Fever 197 
Measles 
Meningitis __ 16 
Rocky Mountain Spotted Fever 
Typhus Fever ___ 
Undulant Fever _ 
Tularemia ___ 


DIPHTHERIA DRIVE CONTINUED 


A state-wide program for a more general use of 
immunization against diphtheria has been initiated 
by the Virginia Department of Health. The need 
for such a program at the present time is evidenced 
by the fact that a forty-four per cent increase in the 
recorded prevalence of this disease was observed for 
the last six months of 1938, as compared with the 
same period in 1937. 


In those counties of the State which maintain full- 
time local health departments, the already existing 
programs have been enlarged and strengthened. In 
counties not served by local health departments a 
program of education and assistance in the organiza- 
tion of local immunization clinics has been developed. 
The Department of Health sends a field personnel 


unit into these counties to help arrange and organize 
clinics. The school officials and school children par- 
ticipate in the educational program and in addition 
take an active part in the organization of the clinics. 

Special emphasis is being given the need for im- 
munization of infants and preschool children, since 
it is this group which is responsible for the continued 
high mortality rate of diphtheria in Virginia. 

The physicians of the State are asked to conduct 
the clinics in their communities in accordance with 
the custom of such practice. 

In several counties the activities have been at- 
tended by considerable local enthusiasm and success. 


Woman’s Auxiliary 
to the 


Medical Society of Virginia 


President—Mrs. HAwes CAMPBELL, Venter. 

President-Elect—Mrs. Henry A. LATANE, Alexandria. 

Corresponding Secretary—Mnrs. PAUL PEARSON, Aylett. 

Recording Secretary—Mkrs. E. LATANE FLANAGAN, 3413 
West Franklin Street, Richmond. 

Treasurer—Mrs. REUBEN F. Simms, 2502 Hawthorne 
Avenue, Richmond. 

Chairman, Press and Publicity—Mrs. Wirpert E. 
BuTLeR, 217 East Indian River Road, Norfolk. 


Happy New Year! 
1938 is now history. 
possibilities, and all its mysteries 
what a day will bring forth? 
We look forward to a year of privilege and pleas- 
ure in the service of the cause so dear to our hearts; 
yet we must face the facts. These are days which 


1939 is here, with all its 
for who can tell 


demand careful thought, careful planning, and care- 
ful consideration, if peace and harmony shall con- 
tinue with each, other and all mankind, if the pro- 
fession to which we have pledged our best efforts 
shall carry forward its high standard and useful 
service in the interest of suffering humanity. 

In the spirit that we meet 1939 with “ A HEART 
FOR ANY FATE”, but with a hope that it brings us a 
year of happiness and progress, I am 

Yours for peace, 
ELLIE CocKE CAMPBELL. 
(Mrs. HAWEs CAMPBELL.) 


To the Public Relations Chairmen: 
The State Chairman of Public Relations urges 
each chairman of local auxiliaries to mail a report 
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as soon as possible. Without your help, she will not 
be able to give a complete report of work at the Mid- 
Winter State Board meeting. Please try to mail re- 
ports before the last of February. 

(Mrs. J. W.) Haze, JANE REED. 


The Woman’s Auxiliary to the Norfolk 

County Medical Society, 

At a meeting on January 11 at the Southland 
Hotel, made final plans for a card party and fashion 
show to be held at the Town Club on the afternoon 
of January 31. The proceeds from this party will 
be used for the Auxiliary’s charity work, a part of 
which is the maintenance of a patient at the Victory 
Memorial Hospital for the tubercular. 

The Auxiliary furnishes several layettes each year 
to the King’s Daughters Clinic for infants whose 
parents need this particular help. At this meeting a 
layette shower was given by the members and four 
layettes were completed. 

Mrs. Hawes Campbell, president of the State As- 
sociation, and Mrs. Reuben Simms, state treasurer, 
were special guests at this meeting. Mrs. Campbell 
gave an interesting New Year’s talk on thoughts in 
vital health topics of today. 

At the conclusion of the meeting, lunch was served, 
during which time Miss Carol Simpson gave a selec- 
tion of tone poems. 

Mrs. Millard Savage, president, presided. 

(Mrs. B. D.) Evcenta H. JONEs, 
Chairman, Press and Publicity. 


Greetings from the Mid-Tidewater Medical 
Auxiliary. 
This Auxiliary extends hearty New Year greetings 
to the officials and sister Auxiliaries of the State. 
At our October meeting, we were inspired by a 
splendid program, larger attendance, renewed in- 
terest, and a delicious lunch, which we always have 
whenever going to Millers Tavern. We cannot help 
but boast of our attendance at this particular meet- 
ing. The doctors also had a large attendance. Here’s 
hoping they may be realizing more fully what the 
Auxiliaries do and can mean to them. If they are 
interested, I am sure their wives will fall in line, 
therefore making a special effort to become a mem- 
ber of an Auxiliary and attend whenever possible. 
Even though we are few in number (compared to 
some) and young as an organization, it is our earnest 
plea that you endeavor in this New Year to become 


[February 


re-inspired, helping whenever called upon, and ney 
failing to do your part. 

At our January meeting, Cancer and Its Contr 
was the topic of discussion. Dr. Wright Clarks 
of Petersburg, spoke on “What the Foundation f). 
pects as a Result of this Work and How We as; 
Small Group Can Help Make These Expectation; 
Come True.” 

Mrs. Joseph Bear, of Richmond, spoke on “The 
Work of the Woman’s Field Army.” 

Mrs. Hawes Campbell, our State President, is als 
president of the Tidewater Auxiliary. Serving he 
as State and local corresponding secretary, I, per. 
sonally, feel we are most fortunate in having this 
fine, loyal and interested woman as our leader. My 
she have our whole-hearted cooperation, which se 
rightfully deserves. 

(Mrs. Pau) VircrntaA Mc.G. Pearson, 
State and local corresponding secretary. 


Truth About Medicine 


In addition to the articles previously enumerated, the 
following have been accepted by the Council on Pharmacy 
and Chemistry of the American Medical Association: 
Lederle Laboratories 

Solution Epinephrine Hydrochloride 1:1000, 1 fuid 

ounce bottle. 

Solution Epinephrine Hydrochloride 1:1000, 1 cc. am 

poule. 

Solution Epinephrine Hydrochloride 1:1000, 5 ce. vial 
Eli Lilly & Company 

Tuberculin Ointment (Wolff)—Lilly. 

The Upjohn Company 

Hypodermic Tablets Strophanthin 1/200. 

Hypodermic Tablets Digitalin (0.00065 Gm.) 1/10 

grain. 


New and Nonofficial Remedies 


The following products have been accepted by the Cout- 
cil on Pharmacy and Chemistry of the American Medical 
Association for inclusion in New and Nonofficial Remedies 

Immune Globulin (Human).—A preparation of globu: 
lins made from human placental blood and containing 
immune factor or factors against measles. The immunir 
ing potency of the product is determined on the basis af 
the diphtheria antitoxin titer of the placental blood. lm 
mune globulin (human) is useful in the prevention até 
modification of measles. It is equivalent in usefulness ® 
convalescent serum but has the advantage of univers! 
availability. It has the disadvantage of producing reat 
tions not always mild. Most reactions, however, ca® be 
avoided by administration of the proper dosage. Itis use 
ful in the prevention of measles in institutional cases" 
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larger doses than those given for modification. Protection 
should not be attempted until definite exposure has taken 
place. Immune globulin (human) has also been used 
(with caution) in the treatment of measles. 

Immune Globulin (Human) .—(Placimmunin).—A brand 
of immune globulin (human)—N.N.R. It is marketed in 
packages of 2 cc. and 10 cc. vials, each sealed with a 
rubber diaphragm. E. R. Squibb & Sons, New York. 

Diphtheria Toxin-Antitoxin Mixture, 0.1 L+ (Goat).— 
Each cubic centimeter represent 0.1 L+ dose of diph- 
theria toxin neutralized with the required amount of 
diphtheria antitoxin obtained from the goat. Marketed 
in packages of three 1 cc. vials, and in packages of three 
1 cc. syringes; in packages of thirty 1 cc. vials; and in 
single vial packages containing, respectively, 10 cc., 20 
cc. and 30 cc. The Gilliland Laboratories, Inc., Marietta, 
Pa. 

Antipneumococcic Serum (Felton) Type II, Refined and 
Concentrated—An antiserum (New and _ Nonofficial 
Remedies, 1938, p. 399) containing predominantly anti- 
bodies of type II pneumococcus (Diplococcus pneumoniae) 
prepared by immunizing horses with killed cultures of 
highly virulent Diplococcus pneumoniae isolated from 
lobar pneumonia. The product is refined and concentrated 
by the method of Dr. L. D. Felton and contains anti- 
bacterial properties against type II Diplococcus pneu- 
moniae. The finished product contains some type I pneu- 
mococcus antibodies. It is marketed in two packages of 
one syringe, one containing 10,000 and the other 20,000 
Felton units of type II Diplococcus pneumoniae; each 
package contains also a vital of normal horse serum for 
reaction test. Parke, Davis & Co., Detroit, Mich. 

Thiamin Chloride—Squibb.—A brand of thiamin chlo- 
ride—N.N.R. (The Journal A. M. A., July 16, 1938, p. 
253). It is marketed in the form of ampules, 1 cc., and 
tablets, 1 mg. and 5 mg. E. R. Squibb & Sons, New York. 

Protamine, Zinc & Iletin (Insulin, Lilly), 80 Units, 10 
cc—Each cubic centimeter contains 80 units of insulin, 
together with protamine and approximately 0.16 mg. of 
zinc. Eli Lilly & Co., Indianapolis, Ind. 

Protamine Zinc Insulin—Squibb, 80 Units, 10 cc.—Each 
cubic centimeter contains 80 units of insulin, together with 
protamine and approximately 0.16 mg. of zinc. E. R. 
Squibb & Sons, New York. 

Mead’s Cevitamic Acid Tablets—Each tablet contains 
25 mg. cevitamic acid (New and Nonofficial Remedies, 
1938, p. 480) equivalent to 500 international units of 
vitamin C. Mead Johnson & Co., Evansville, Ind. 


Book Announcements 
New Books. 


The following are recent acquisitions to the Li- 
brary of the Medical College of Virginia and are 
available to our readers, the only cost being return 
postage : 

Beecher, H. K.—The physiology of anesthesia. 


Buckley, C. W.—Reports on the chronic rheumatic dis- 
eases. No. 4. 

Carleton & Leach—Histological technique for normal tis- 
sues, etc. 

Clark, C. H. D.—The fine structure of matter. Vol. 2, 
pts. 1 and 2, 

Clark, W. LeG., et al—The hypothalmus. 

Drinker, C. K—Carbon monoxide asphyxia. 

Fotos & Bray—German grammar for chemists and other 
science students. 

Gask & Ross—The surgery of the sympathetic nervous 
system. 

Goldberg, I—The wonder of words. 

Gurwitsch, A. G.—Mitogenetic analysis of the excitation 
of the nervous system. 

Haitinger, M.—Fluorescenz-mikroskopie. 

Jacobsen—Progressive relaxation. 

Johnson, J. E—Socialization of medicine. 

Moon, V. H.—Shock and related capillary phenomena. 

Orr, D. W.—Health insurance with medical care. 

Russell Sage Foundation—American foundations for so- 
cial welfare. 

Szent-Gyérgyi, A.—Studies on biological oxydation and 
some of its catalysts. 

Underwood—Textbook of sterilization. 


Vallentin, A—Leonardo da Vinci. 


Our Common Ailment. Constipation: Its Cause and 
Cure. By HAROLD AARON, M. D., Medical Con- 
sultant to Consumers Union of United States. Dodge 
Publishing Company. New York. 1938. A Consumers 
Union Publication. 12mo of 192 pages. Cloth. 
Price, $1.50. 

This book is above the average of its kind. Dr. 
Aaron knows his subject and “talks” about it very 
readably. He debunks the bowel movement once a 
day, discourages the indiscriminate use of laxatives, 
decries the use of too much roughage in the. diet and 
“blows up” present day high pressure laxative ad- 
vertising. 

The only laxatives he suggests for use are mineral 
oil, milk of magnesia, agar, and cascara sagrada. 
He advises that all others be taken only on advice 
of a physician. 

His description of the structure and function of 
the digestive tract is well written for readers not sci- 
entifically trained. It is one of the few popular 
books on a scientific subject I have seen recently 
which has not been “overdone”. 

S. S. N. 

The Technique of Contraception. An Outline. By 
ERIC M. MATSNER, M. D. Foreword by Frederick 
C. Holden, M. D. Fourth Edition. The Williams 


and Wilkins Company. Baltimore. 1938. Pamphlet 
of 50 pages. Illustrated. Price, 50 cents. 
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Editorial 


The English Backdrop. summer, “Get over this survey business and get m 
A recent article in the Virginia Quarterly Review with the war.” 
entitled MEDICINE AND THE PUBLIC, written by John This European experience, which Dr. Peters de 


P. Peters, smart and doughty spokesman of the Com-__ clares it has become an American tradition to ignore 
mittee of Physicians for the Improvement of Medi- can be found in the reports of the British Roy 
cal Care, may be ‘taken as portraying in its latest Commission on National Health Insurance, Political 
mold the temper and beliefs of an increasingly mili- and Economic Planning on the British Health Ser- 
tant section of the American Medical profession. ices, and the Committee on Scottish Health Services 
The article begins with an indictment: “The Ameri- Two recent books will be found more up to date 
can public and the medical profession have remained more readable, and more generally useful to Amer: 
uninformed or misinformed about European experi- can doctors and laymen seeking first hand acquaint 
ments in the dispensation of medical care and sus- ance with the English experience with health insu 
picious ef attempts to initiate similar experiments ance. 
in this country.” It frankly advocates sweeping The first is a volume by Douglass W. Orr, M.D 
changes in the existing American medical set-up, and his wife, Jean Walker Orr, entitled Hrattx l- 
declaring among other things: “There can be little suRANCE WITH MEDICAL CARE, THE BritisH 5 
doubt, from the experience in Great Britain and prErIENCE. This book is based upon informatio 
other European countries, that the adoption of health gathered at the source. The authors interrogated the 
insurance, conventionally patterned, would improve recipients of health insurance, artisans, housewivt 
the health of the people at large and the economic and clerks, in their homes, in hospitals, in clinics, 
status of the physician.” It ends by asking: “Will _ the street and at their places of business. They called 
organized medicine, by offering cooperation, aid in upon the panel doctors themselves, saw them at wot 
the development of an intelligent comprehensive plan and asked them searching questions. They did 00 
for the provision of medical care, or will it wait neglect other more usual sources of information—th 
until some system is imposed upon the country with social workers, the insurance companies and govel 
defects that can be removed only by years of further ment officials. Whoever reads this book will fe 
effort?”” Here is obviously reflected some of the im- that the authors have done a good job, a creditable 
patience of Dr. Hugh Cabot who is said to have piece of case reporting. It describes very clearly the 
urged before the National Health Conference last English panel system and how it works. At the eal 
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the reader is convinced that the English doctors like 
the system and profit by it and that the English 


people like the system and are probably healthier un- 


der it. No less a person than Lloyd George declares 
in the foreword: “The nation would as soon think 
of abandoning it as it would of abolishing the post 
office.” 

The American doctor who reads the book will see 
in the panel system a very crude and limited type of 
service, a kind of family practice in which only the 
head of the family is entitled to medical care, from 
which the specialties and the usual diagnostic aids 
to which American doctors are accustomed have been 
omitted, in which the needs of women during preg- 
nancy and the puerperium have been forgot, and in 
which no provision for hospitalization is to be found. 
He will find that the panel doctor receives about 
$2.25 annually for each patient on his panel and 
that the average panel carries about 1,000 patients. 
Although the American doctor is told that this repre- 
sents three times the average annual per capita col- 
lection of the average British practitioner prior to 
the establishment of National Health Insurance in 
Great Britain, he will not consider this adequate 
remuneration. It must appear from the book of the 
Orrs that the panel system in England is a bungling 
and imperfect scheme of health insurance. That it 
pleases the British profession and British public 
seems due to the fact that medical care of the people 
is better under it than it was before. One gathers 
that the English people like it but that they would 
like better a better system. For Americans the moral 
seems to be that health insurance as a principle can 
be made to work both to the advantage of the public 
and of the medical profession but that when we 
adopt a system in this country we should beware of 
the limitations and mistakes of the present British 
National Health Insurance. 


The second volume which the reader is asked to 
consult is less impressive and more brutally frank 
in its analysis. SICKNESS INSURANCE IN EuRoPE by 
J. G. Crownhart has a chapter devoted to the English 
system. In summary this author believes that democ- 
racy of management does not exist in the English 
system, that the medical service rendered is often 
just “a look and a bottle”, that clinical records exist 
according to law but not in general practice, that the 
physician is inclined to unload the time consuming 
case, that certification for cash benefits is the doc- 
tor's dilemma, that lay sick visitors check on doc- 


tors and patients, and that the free choice of physi- 
cians by patients has its limitations. In the words 
of the report on the British Health Service, “Ex- 
cessive numbers of panel patients and excessive de- 
mands for certificates and returns of all kinds quickly 
reduce the general practitioner to an agent for mak- 
ing out prescriptions (too often for mere palliatives) 
and for operating more like a sickness licensing and 
registration system than a health service.” 


A Time for Action. 

There begin to appear indications, clear and defi- 
nite, that the Federal government, having failed with 
its trial balloons to stimulate the activity it desired 
among the medical profession, will shortly take mat- 
ters into its own hands and set up a program for the 
care of the sick to which the profession in this coun- 
try will be compelled to adjust itself whether it 
relishes the dose or not. 

It is not intended here to discuss the grave prob- 
lem of so-called State medicine. But certain bald 
facts require emphasis and certain immediate con- 
siderations are crying for deep and earnest thought. 
The astonishing advance in the science of medicine 
in the past quarter of a century is universally ad- 
mitted and acclaimed. The tremendous burden of 
charity work borne by the profession from time im- 
memorial is likewise beginning to be recognized on 
all hands. But whereas the science of medicine has 
grown ever more acute and beneficent, and the phil- 
anthropy of a great profession has continued to 
spread its alms among the indigent sick, the econom- 
ics of medicine in its relationship to the great, strug- 
gling, underprivileged population, seeking as best it 
can to pay its way, is laggard to a degree deeply to 
be regretted. 

Much time and talk have been spent—and largely 
wasted—in the past five years. Alarm over the sug- 
gestion of interference by outsiders with the sacred 
traditions of the profession has been calmed, as a 
rule, by self-assuring debates and complacent con- 
templation of a record filled undoubtedly with noble 
aspirations and heroic achievements. Now and then 
a voice in the wilderness has warned of a changed 
social order, of a need for adjustments different 
from all previous needs, of the actual imminence 
of that interference from the outside unless there ap- 
peared from the inside a spontaneous response to 
this need. Here and there has appeared some heed 
to this warning and localities scattered thinly across 
the continent have undertaken in some manner to 
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meet the issue squarely. But the profession as a 
whole has seemed to prefer to drift along its accus- 
tomed currents, and its official mouthpiece, the 
American Medical Association, has contributed noth- 
ing to an awakening, but rather the reverse. 


In the meantime, a single stark fact has remained 
unaltered in its terrific import, namely, that millions 
of Americans in the low-income brackets are suffer- 
ing from lack of medical care although there are in 
this country 35,000 more doctors than its entire 
population actually needs. It is foolish to imagine 
that this fact with its insistent appeal will be allowed 
to go unattended while unproductive debates drag 
along through months and years. If the science of 
medicine is unable or unwilling to meet this demand 
of the economics of medicine, and thereby preserve 
the best of its traditions, somebody is assuredly 
going to do something about it, perhaps in a less 
agreeable manner, and the Federal government is 


leaving no doubt as to who that somebody will be. 


Not infrequently there appears within or without the 
profession a query whether organized medicine will 
itself develop an intelligent, comprehensive plan for 
the provision of adequate medical care or whether 
it will allow the imposition upon itself and the coun- 
try of some obnoxious system that will require fur- 
ther years of effort for correction. 


Upon the answer to this question much depends 
for the future of medicine, not only in relation to 
itself, but also in relation to the sick Americans who 
are its wards. And signs are multiplying daily that 
the answer can actually be no longer delayed. What, 
then, is to be done about it, not elsewhere by others, 
but here at our own doors and in our own State by 
ourselves? Fortunately, there seem to be things that 
may yet be done, if we have the will—important 
things. 

The catastrophic effect of illness upon the family 
of limited means appears mainly in two forms—hos- 
pital bills and doctors’ bills. Community non-profit 
group hospitalization plans, now springing up in 
every section of the country, have largely removed 
the first of these and will probably thoroughly ac- 
complish this as wider experience leads to expansion 
of benefits and reduction of dues to a level embracing 
practically the entire population above the indigent 
level. It is a source of gratification that Virginia 
has not lagged in this great movement. Successful 
plans are already in operation in Richmond and 
Norfolk, and smaller but promising plans in sev- 


eral other localities in the State. Not only are ney 
subscribers flocking to these havens, but the plans 
themselves are periodically absorbing more and mor 
of hospitalization costs at the same time that they 
are extending their spheres of influence geographi- 
cally as well as vertically in the body politic, fs 
pecially is this admirable effort visible in Richmond. 
of which we speak in particular because of a better 
knowledge of its affairs. At this moment the ad. 
ministration of the Richmond plan is preparing to 
open its benefits to other ‘cities and outlying tert. 
tories not already otherwise covered. Herein lies g 
definite suggestion for our first major step. 

Should not the Medical Society of Virginia noy 
recognize officially the excellence of work that has 
been demonstrated by these localities within its 
bounds, encourage further effort upon this model, 
or, better still, lay immedately the groundwork fora 
State-wide distribution of these notable benefits? 
There is no question that this could be effected and 
that the plans already in existence would lend them- 
selves heartily and admirably to a co-ordinated sys- 
tem of some sort, the details of which need not be 
considered at this time. 


With hospital bills adequately met in this manner, 
there yet remains the much more complicated prob- 
lem of doctors’ bills—to say nothing of bills for 
drugs and nursing. It is not possible here to analyze 
the various expedients that have been adopted here 
and abroad to solve this problem. Much has been 
written, for instance, regarding the British panel 
system. That this has met with great popular esteem 
in England is beyond question, but neither is it be 
yond question that, with its benefits limited to such 
service as can be rendered by the general practitioner, 
it is far from what appears to be required in this 
country. Short of outright governmental regulation— 
which we earnestly hope never to witness—two mail 
experiments are in progress in America where aly- 
thing is being done at all. One of these takes the 
form of a group of physicians, privately organized, 
offering comprehensive service to a large number of 
families and individuals on a small annual fee basis; 
this plan has met with considerable success in cer 
tain localities; it has also been productive of great 
dissension within the profession, culminating in the 
present Federal indictment of the American Medical 
Association itself. The other attempts to accomplish 
the same object upon the same annual fee basis, bul 
under the auspices of the local organized professia 
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as a whole and on a community-wide basis, with the 
contracts held and administered by the medical so- 
ciety itself; this plan has had some success but more 
of failure: one of its chief drawbacks is its imposi- 
tion upon the profession of administrative duties 
for which it is poorly qualified to say nothing of 
overhead expenses which may, at least at the outset, 
be beyond its reach. 


But another alternative exists and after much 
groping for a solution, one may well finally come to 
this as offering perhaps the most hopeful outlook 
vet visible. If there could be evolved a dependable 
and safe coverage of doctors’ bills similar to the pres- 
ent coverage of hospital bills and the two coverages 
could be administered by the same organization, with 
the doctors supporting the former as the hospitals are 
already supporting the latter, a solution of the prob- 
lem would appear to be possible. The great difficulty 
lies in the development of a method by which this 
desideratum can be effected. There is a growing feel- 
ing in certain quarters that this difficulty is not in- 
surmountable. Two major factors are involved. One 
of these is economic and is the affair of the adminis- 
trative organization. Actuarial data will have to be 
acutely studied with reference to a subscription rate 
sufficient to insure a sound existence of the plan. 
Here it will be of fundamental importance to estab- 
lish this rate at the lowest possible level so as to 
bring it within the reach of those in greatest need. 
Tied up with this economic factor is the second or 
professional factor which not only envisages spirited 
and whole-hearted cooperation by the doctors, but 
also necessitates a willingness upon their part to 
enter into an agreement for a modification of fees for 
holders of these low-income contracts. In no other 
manner, it would seem, could the administrative or- 
ganization insure adequate coverage and yet keep its 
subscription rate at the low level indicated. This 
suggestion of a universal reduction in fees under this 
system may meet the impact of startled resistance at 
first glance. Many doctors are themselves in the low- 
income bracket. In 1929 one-third of all private 
practitioners in the United States earned annually 
less than $2,500 a year. There is no reason to be- 
lieve this situation has improved; perhaps it is to- 
day not even so favorable. The thought of a possible 
further reduction in such incomes would naturally 
prove shocking to the profession. But the danger of 
such reduction under the modification of fees sug- 
gested is more apparent than real. Contracts under 


this system would be extended only to individuals 
and families with incomes expressing actual need of 
such consideration. The doctor in some instances 
would doubtless face reduction in individual fees 
from the upper levels of this composite bracket; but 
from the middle levels, the agreed fees would in 
many instances represent an increase over those to 
which he was accustomed; and in the lower levels, 
where his work has been often or even usually, with- 
out compensation, fees would begin to appear where 
they never existed before. In the final analysis, 
therefore, in spite of a reduced fee schedule, which 
need not necessarily involve a rigid system but could 
perhaps in some manner be made elastic and adjust- 
able to individual requirements of patients, the 
doctor’s annual income would probably exhibit no de- 
crease and would actually in greater likelihood dis- 
play the reverse of this. Furthermore his bills would 
be paid immediately, and directly to him, by the 
administrative organization, and collection difficul- 
ties and cost would disappear completely from this 
group. 


If one could picture, therefore, a non-profit com- 
munity organization, operating with a degree of lib- 
erality which can never be matched by commercial 
organizations and covering its territory with protec- 
tion from the heartache and the financial load rep- 
resented by both medical and hospital bills, it would 
seem that dawn might be breaking upon a darkened 
sky. The nucleus of such an organization already 
exists in the hospitalization plans; it needs but the 
whole-hearted cooperation of doctors and the con- 
tinued sound management by the public-spirited 
business men already associated with these plans to 
expand them into the field of medical cost coverage 
also. The picture would then become a reality—and 
again the medical profession would measure squarely 
up to its responsibilities and its ancient honorable 
traditions. Shall we recognize this opportunity and 
push forward into the path that seems to lie just 
ahead? There are intimations, direct from Washing- 
ton, that the government would be deeply impressed 
by community coverage of this sort and might go so 
far as not only to recognize these local units as suffi- 
cient, without further intervention on its part, but 
actually, if they proved successful, to utilize them 
for the distribution of Federal funds for medical 
care in the class of outright indigents. Surely this 
would represent a goal worthy of great effort—the 
unification of all activity relating to the care of the 
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sick in both the indigent and low-income groups, with 
no actual disturbance of the fundamental medical 
standards so significant to the profession, and yet 
with a degree of efficiency that promises a real solu- 
tion of what must be recognized as perhaps the grav- 
est internal problem facing the American public to- 
day. Furthermore, each community, large or small, 
would direct its own affairs, modified as might prove 
necessary to meet local conditions—something vastly 
different from a general system of national scope that 
might prove admirable for New York or California 
but inapplicable to the point of serious deficiency in 
Texas or Virginia. 

The extraordinary impertance of the possibilities 
imminent in the plan of coverage suggested above is 
indicated in efforts now being bent in this direction 
in several large American cities, either through the 
local medical societies or else in the local group hos- 
pitalization organizations. It would seem that ex- 
periences in hospitalization coverage would make it 
peculiarly appropriate for the hospitalization organi- 
zations to evolve some system for the immediate con- 
sideration of the medical profession and furthermore 
because these organizations are already closely identi- 
fied with the profession and, through physicians 
within their membership, familiar with its side of 
the problem. It is agreeable to realize that here again 
Virginia is not backward. Two months ago the far- 
sighted directorate of the Richmond Hospital Serv- 
ice Association, agent for six of the seven hospital 
groups in that city, appointed a committee to study 
all aspects of this question, submit a plan of uni- 
versal coverage, and suggest a method of approach 
to the medical profession. The Chairman of this 
committee is a former president of the Richmond 
Academy of Medicine, and the other two members 
are business men of conspicuous prominence and 
ability. Under such auspices all aspects of this 
problem would seem assured of sympathetic under- 
standing and consideration. We await with absorb- 
ing interest—and great hopefulness—the report of 
this committee, and of others like it that may be set 
up elsewhere. Will the doctors be prepared to give it 
the attention it will so rightly deserve—for the bene- 
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fit of humanity and for the benefit of the professig, 
as well? We may well ponder this question whi; 
the work of investigation goes on. 


J.F.G. 


California Goes Socialized Medicine. 

While we in Virginia are debating whether y 
will even consider sickness insurance, the Califomi; 
Medical Association by an overwhelming vote hg 
month approved a plan of socialized medicine set y 
under a subsidiary corporation and offered to th 
citizens of that state at a cost of $2.50 a month. The 
plan is guaranteed not to interfere with private pra. 
tice and is pledged to the highest type of medica 
service. Charles Dukes, president-elect of the Cali. 
fornia Medical Association, is accredited with e. 
pressing the belief that “this is a distinct step fu. 
ward in giving the people of California a chance 
pay for health service at a nominal cost.”’ 


A National Health Program Laid Before 

Congress. 

For several years through these columns we have 
repeatedly sounded the warning that the Feder 
Government intended to take a hand in medical mat- 
ters and was formulating a national health program 
for the American people. Mr. Roosevelt's report t 
Congress a few days ago recommending an $850; 
000,000 Federal-State program was therefore net 
news. He passes on the report of his interdepar- 
mental committee, a report which formed the agenda 
of the National Health Conference last summer and 
was the cause of the extraordinary session of the 
American Medical Association held in Chicago 
the autumn of 1938. The whole program is no 
finally before the country and we may expect shortly J 
from Senator Wagner a bill instrumenting it by: 
modest initial appropriation of $50,000,000. Fo 
the most part we favor Mr. Roosevelt’s program 
We are chagrined, however, that the impetus his 
come from lay reformers and not through established 
medical channels. It is not too late for a construc 
tive and cooperative liaison between organized met! 
cine and the government. 
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Proceedings of Societies 


Virginia State Board of Medical Examiners. 
There were no failures among those appearing 
before the Board at its December examinations. The 
following are those who were granted certificates: 
. John Evan Alexander, Roanoke. 
. Klaus W. Berblinger, Norfolk. 
. Paul Webster Bowden, Arlington. 
. William Arkell Browne, Richmond. 
. William David Chase, McLean. 
. James John Clark, Pleasant City, Ohio. 
. George Barksdale Craddock, Philadelphia, Pa. 
. Paul Vincent Davis, Hopemont, W. Va. 
. Henry Thomas Davis, Washington, D. C. 
. John Huit Dellinger, Pennington Gap. 
. Connelly Moore Dobson, Richmond. 
. James Bauer Funkhouser, Marion.- 
. George H. H. Garrison, Norfolk. 
. James Noah Greear,* St. Paul. 
. Willard W. Griggs, Norton. 
. Henry Gilbert Hadley, Washington, D. C. 
. Pater Andrew Herbut, Richmond. 
. Wallace Shinobu Kawaoka, Lynchburg. 
. Walter F. J. Karbach, Dahlgren. 
. Paul Kimmelstiel, Richmond. 
. Ralph M. Lexhausse, Pardee. 
. Edward James Lefeber, Richmond. 
. Aubrey Constantine Lindo, Detroit, Mich. 
. Sydney Newby Lord, Virginia Beach. 
. Colin MacRae, Alexandria. 
. George Savage Mahon, London, Ky. 
. Vance Hunter Marchbanks, Washington, D. C. 
. Edward A. Mitchell, Dante. 
. Weldon A. Price, Washington, D. C. 
. Roger Rhodes Spencer, Lynchburg. 
- Harry Steinberg, Bastian. 
. William Robinson Strader, Keystone, W. Va. 
. James M. Suter, Jonesville. 
. Joseph D. Weaver, Washington, D. C. 
. Aubrey Samuel Willacy, Washington, D. C. 
. Roger Stanley Williams, Petersburg. 
- Samuel Harrison Williams, Alexandria. 
- Russell Bigelow Williams, Rochester, N. Y. 
. Roderick Alan Macdonald (osteopathy), Rich- 
mond. 
Dr. David Steele Jackson (chiropody), Richmond. 
*Issued Verification Certificate. Evidence produced of 


Practice prior to 1885. 

The Northampton County Medical Society 
Held its regular quarterly meeting at Eastville, 

January 11, at which time the following offi- 

cers were elected for 1939: President, Dr. W. J. 

Sturgis, Nassawadox; vice-president, Dr. Joseph E. 


Gladstone, Exmore; and secretary, Dr. W. C. Hen- 
derson (re-elected), Nassawadox. 

The Board of Censors is composed of Dr. S. K. 
Ames, Cape Charles; Dr. G. W. Holland, Eastville; 
and Dr. H. L. Denoon, Nassawadox. 

The Committee on Maternal Welfare consisting 
of Drs. H. L. Denoon, J. W. Jackson and J. G. 
Goode was re-elected. They gave a report of the 
work of the local Maternal Welfare Clinic, report- 
ing 242 deliveries with three deaths in two years. 

The Committee on Syphilis, consisting of Drs. 
S. K. Ames, W. J. Sturgis, and J. R. Hamilton was 
also re-elected. They reported progress toward the 
establishment of Syphilitic Clinics in the County. 

The director of the Northampton County Health 
Unit, Dr. W. Y. Garrett, reported on an extensive 
immunization program in the County against diph- 
theria, Dr. Garrett doing the Schick test and toxoid 
being given by the doctors in the respective com- 
munities. 

The Northampton and Accomac County doctors 
have adopted the Farm Security Administration plan. 

W. C. HENDERSON, Secretary. 


Patrick-Henry Medical Society. 

The quarterly meeting of this Society was held in 
Martinsville on January 13, at which time Dr. E. E. 
Barksdale of Danville presented a paper on “A Dis- 
cussion of Some of the More Prevalent Skin Diseases 
of Importance to the General Practitioner’, 

The following are the officers of this Society for 
1939: President, Dr. John A. Shackelford, Martins- 
ville; vice-president, Dr. D: H. Mason, Ridgeway; 
and secretary-treasurer, Dr. R. H. Walker, Martins- 
ville. 

Roanoke Academy of Medicine. 

At the regular meeting of the Academy on Jan- 
uary 9, the following program was presented: Ob- 
stetrical Analgesia, Amnesia, and Anaesthesia by 
Dr. C. W. Dorsey; The Use of the Roentgen Ray in 
Diagnosis and Treatment of Mediastinal Diseases 
by Dr. C. H. Peterson; and The Modification of 
Fresh Cow’s Milk with the Use of Honey as a Car- 
bohydrate by Dr. R. H. DuBose. 

Dr. W. W. S. Butler is president of the Academy 
and Dr. A. C. Davis, secretary-treasurer. 
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New Secretary of Botetourt Society. 

Dr. L. A. Micou of Eagle Rock has been named 
secretary of the Botetourt County Medical Society, 
succeeding Dr. Wade H. Saunders, resigned. 


Lynchburg Academy of Medicine. 

The regular meeting of the Academy was held in 
the Elks’ Club January 9th, with the new President, 
Dr. Sam Oglesby presiding. Due to the illness of 
the out-going President, Dr. Elisha Barksdale there 
was no installation of officers. 

Dr. Dunbar Hoskins was elected to membership. 
The Academy responded with whole-hearted en- 
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thusiasm to two local members on the program. Ap 
interesting case of type three pneumonia successfully 
treated with specific serum was presented by Dr, I. 
Paul Kent, who opened up the whole field of pneu- 
monia for discussion with special emphasis on spe- 
cific serum and sulfanilamide in its treatment. 

Dr. Powell Dillard, in his charming way, pre- 
sented a very interesting paper on “Cigarette Smok- 
ing”. 

Resolutions were adopted in regard to the death of 
Dr. W. C. Rosser and Dr. H. B. Spencer. 

C. E. KEEFrEr, 


Secretary-Treasurer, 


News 


Notes 


Richmond Plans for State Meeting. 

The Richmond Academy of Medicine recently 
named Dr. Roshier W. Miller as general chairman 
in charge of arrangements for the seventieth annual 
meeting of the Medical Society of Virginia. The 
committee has met and selected the John Marshall 
Hotel as headquarters and plans to have all meetings 
there. Members of the Academy who will serve with 
Dr. Miller are: 

Vice-chairman—Dr. W. L. Peple. 

Entertainment—Dr. Lewis E. Jarrett. 

Hotels—Dr. Wm. H. Higgins. 

Finance—Dr. E. T. Trice. 

Publicity—Dr. Lawrence T. Price. 

Exhibits—Dr. H. B. Haag. 

Meeting Halls—Dr. T. Dewey Davis. 

Golf—Dr. E. T. Terrell. 

Ladies—Mrs. James K. Hall. 

With this committee at work, the meeting in Rich- 
mond next Fall gives every promise of being a most 
excellent one and we hope for a large attendance. 


The Tri-State Medical Association of the 

Carolinas and Virginia | 

Will hold its forty-first annual meeting in Charles- 
ton, S. C., February 20 and 21, under the presidency 
of Dr. J. F. Highsmith of Fayetteville, N. C. Head- 
quarters for the meeting will be at Fort Sumter Hotel. 
The secretary, Dr. J. M. Northington of Charlotte, 
N. C., announces that a most interesting program 
has been arranged. This will include an address 
and a clinic in surgery by Dr. J. deJ. Pemberton of 


Mayo Clinic; a clinic in general medicine and one 
in neurology by members of the faculty of the Medi- 
cal College of South Carolina; and some twenty-five 
papers covering a great diversity of features of the 
general practice of medicine and surgery. Pneu- 
monia will be discussed from every ‘angle—typing, 
home treatment, serum treatment, and treatment with 
special drugs. A method of typing pneumococci will 
be presented which is so different from methods in 
general use as to have been described as revolution- 
ary. Recent advancés 
have a prominent place. 

Dr. Francis B. Johnson of Charleston is chairman 
of the committee of arrangements and he or the sec- 
retary will be glad to furnish any further informa- 
tion desired. 


regarding pellagra will also 


For Better Acquaintance. 

There is an old saying, “Make new friends but 
keep the old”, and this is what we hope our readers 
may bear in mind with regard to our advertisers. We 
are grateful to the advertisers who have been loyal 
to us through the years, most of whom are continu- 
ing with us for 1939. We are also glad to welcome 
several new comers—some using all twelve issues 
during the year, others in for certain months. We 
appreciate their business and hope our readers will 
welcome them by showing interest in their adver- 
tising and patronizing them when possible. Of 
course this advertising represents business, but all 
products, hospitals, etc., listed in our pages are col- 
trolled by people as human as ourselves and we all 
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like a word of approbation. Advertisers will be glad 
to tell you of their ‘‘wares’; manufacturers will 
gladly send samples upon request of any doctor. 

Make it a point this year, as far as possible, to 
boost those who are helping your State journal. 
The Southeastern Surgical Congress 

Will hold its tenth anniversary Post-graduate Sur- 
gical Assembly at the Biltmore Hotel, Atlanta, Ga., 
March 6, 7 and 8. This will include clinics and 
lectures covering every branch of medicine, by well 
known speakers, two of whom are Virginians—Dr. 
Hugh H. Trout and Dr. W. R. Whitman, both of 
Roanoke. Any one interested in attending should 
notify Dr. B. T. Beasley, secretary-treasurer, 701 
Hurt Building, Atlanta, Ga. 


Dr. McGinnes Resigns Post with State Health 

Department. 

Dr. G. F. McGinnes, for the past seven years di- 
rector of the Bureau of Communicable Diseases of 
the State Health Department, has submitted his res- 
ignation, effective February 28, that he may accept 
the position as director of the venereal disease project 
sponsored by Memphis and Shelby County, Tenn., 
with the cooperation of the State of Tennessee, the 
U. S. Public Health Service and the University of 
Tennessee. Headquarters will be at Memphis. He 
will also be associate professor of preventive medi- 
cine at the University of Tennessee. 

The successor to Dr. McGinnes will not be ap- 
pointed for several months. In the meantime Dr. 
William Grossman, State epidemiologist who has 
been associated with Dr. McGinnes, will take over 
the work of the Bureau of Communicable Diseases 
with the assistance of other physicians in the Health 
Department. 


Radiologic Review Changes Name. 

For the past three years the Radiologic Review and 
Mississippi Valley Medical Journal has served as 
the official publication of the Mississippi Valley 
Medical Society and has devoted most of its pages to 
this purpose. With the continued growth of that So- 
ciety, it has seemed fitting that the name of its official 
publication more clearly indicate its principal func- 
tion, so that, with the January, 1939 issue, it as- 
sumed the name of the Mississippi Valley Medical 
Journal (incorporating Radiologic Review). It will 
continue to be published bi-monthly from Quincy, 
Ill., with the same editorial board, and will be de- 
Voted to clinical medicine, surgery and radiology, as 
they interest the physician and surgeon. 
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On Staff of Gill Memorial Hospital. 

Dr. John E. Alexander, formerly house surgeon, 
Department of Otolaryngology and Ophthalmology, 
Brooklyn Eye and Ear Infirmary, is now a member 
of the staff of the Gill Memorial Eye, Ear and Throat 
Hospital. 


American Association for the Advancement 
of Scienoe. 

At the meeting of this Association, held in Rich- 
mond, December 26-30, Dr. Walter B. Cannon, 
George Higginson professor of physiology at Har- 
vard University, was elected President. 


Dr. Hugh L. C. Wilkerson, 

Of the U. S. Public Health Service, recently at 
Hot Springs, Arkansas, is now with the State Board 
of Health in Columbia, $. C. He is a graduate of 
the Medical College of Virginia, class of ’33. 


The George Washington University Medical 

School, 

Washington, D. C., announces its 7th Annual 
Postgraduate Clinic to be held on February 18. Im- 
portant developments in all branches of medicine 
will be covered and papers will be presented by 
prominent doctors. 

On February 17, the day before the Clinic, the 
A. F. A. King Obstetrical Society will present a 
Symposium on Obstetrics and Gynecology. 

The annual banquet and alumni reunion of the 
School will be held on the 18, at the Mayflower 
Hotel, with Dr. Roy R. Kracke, Professor of Bac- 
teriology and Pathology at Emory University, as the 
guest speaker. 

A cordial invitation is extended to doctors in 
neighboring states as well as those in Washington 
to attend. 


Dr. Hedges Leaves Health Unit. 

Dr. Charles C. Hedges, for two years health offi- 
cer of the Isle of Wight-Nansemond-Suffolk Health 
District, resigned this position effective November 30 
to accept the position of Senior Medical Officer with 
the Medical Division of the Federal Trade Commis- 
sion in Washington. The Medical Division of this 
Commission was recently created and is concerned 
with any medical preparation, remedy, etc., which 
is advertised through the press or over the radio and 
sold to the public in Interstate Commerce. 


Change in Health District. 
Dr. Thomas Scarlett has been appointed to suc- 
ceed Dr. Charles C. Hedges, resigned, as Health 
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Officer of the Isle of Wight-Nansemond-Suffolk 
Health District, and entered upon duty on Jan- 
uary 9. 


Dr. Warfield T. Longcope, 

Professor of medicine at Johns Hopkins Univer- 
sity and physician-in-chief in John Hopkins Hos- 
pital, Baltimore, was the guest speaker before the 
Norfolk County Medical Society at its meeting on 
January 16. His subject was Pyelo-Nephritis. 


News from Medical College of Virginia. 

In remodeling the Egyptian Building, which is 
not now fireproof and which has failed badly, the 
interior and roof will be removed to give place for 
a new treatment of the interior which will be fire- 
proof. The exterior will also be restored to original 
condition. 

When the building is completed the first and base- 
ment floors will be utilized chiefly for a handsome 
auditorium done in the Egyptian manner which will 
seat four hundred. There will be a small stage with 
curtain, provision for sound projection, arrangements 
for presentation of cases for discussion, and many 
other attractive features. 

The upper floors of the building with a section of 
the basement will be utilized by the departments of 
pathology and bacteriology, bringing the pathology 
department next to the new morgue and autopsy fa- 
cilities. 

The fourth floor of McGuire Hall, now under con- 
struction, will be utilized for the departments of 
physiology and pharmacology and will be very mod- 
ern. 

The amphitheatre adjoining McGuire Hall will be 
remodeled to be used as laboratories and related fa- 


-cilities for the department of anatomy. 


It is anticipated that the Egyptian Building, the 
fourth floor of McGuire Hall, and the new morgue 
and autopsy quarters will be ready by the opening 
of the session 1939-40. 


The following were recently added to the faculty 
of the college: Dr. Emmett C. Matthews, Assistant 
in Medicine; Dr. Wellford Reed, Instructor in Medi- 
cine; Dr. Louis Kolipinski, Instructor in Neuro- 
psychiatry; Dr. R. C. Allison, Instructor in Neuro- 
psychiatry; Dr. Thomas E. Painter, Instructor in 
Neuropsychiatry; Dr. Isadore Zfass, Instructor in 
Neuropsychiatry; Dr. William Johns, Instructor in 
Surgery, and Dr. Herman Farber, Instructor in 
Pediatrics. 


Doctors in Music. 

Do you or any of your medical friends play ay 
musical instrument? Mead Johnson & Company ‘ 
now preparing a new publication devoted to the hob. 
bies and achievements of physicians, past and pre. 
ent, in the field of music. Doctors’ orchestras, de. 
tors’ glee clubs, historical or biographical items, wit, 
or without illustrations, will be welcomed, Pes 
send your item to Mead Johnson & Company, Evans. 
ville, Ind. 

If you have not received your free copy of their 
recent publication ‘“Parergon’’, devoted to fine ar 
by doctors, send for it now. 


Dr. Otho Perry Campbell, 

Class of ’37, Medical College of Virginia, late 
interning at Johnston-Willis Hospital, Richmond, 
has located at Madison, where he has taken over 
the offices and practice of the late Dr. J. N. Clore. 


Dr. Carrington Williams, 

Richmond, announces the removal of his office t 
816 West Franklin Street, this city. He is continu. 
ing his surgical practice at St. Luke’s Hospital. 


Appointment at Cook County Graduate 

School of Medicine. 

Dr. John R. Neal of Springfield, Illinois, has been 
appointed Dean of the Cook County Graduate School 
of Medicine in Chicago. This was announced by 
the Board of Trustees following their annual met- 
ing in December. 


Directors with Banks. 

Dr. W. W. Wilkinson of La Crosse has been te 
elected a director and president of the La Cross 
Bank; and 

Dr. H. A. Spitler of Middleburg has been re 
elected a director of the Middleburg National Bank. 


Motion Picture Films Available. 

The American Medical Association has a number 
of motion picture films for loan, among which at 
several on physical therapy. The borrower is & 
pected to pay the expense both ways and to be cate 
ful when running them. 

Pictures available for medical societies and other 
scientific organizations are: 

Syphilis—A Motion Picture Clinic. 

Cancer—(Canti Cancer Film). 

Blood Circulation (Harvey Blood Film). 

Blood Transfusion. 

Comparative Physiology of Labor. 
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Effects of Heat and Cold on the Circulation of the 


Blood. 
Effects of Massage on Circulation of Blood. 
Contraction of Arteries and Arterio-Venous Anastom- 


oses. 

Therapeutic Exercises for the Shoulder Joint Follow- 

ing Dislocation. 

Treatment of Compression Fracture of the First Lumbar 

Vertebrae. 

Aids in Muscle Training. 

Underwater Therapy. 

Occupational Therapy. 

Massage. 

Pictures for the public are: 

A New Day—Prevention and Treatment of Pneumonia. 

Prevention of Burns. 

Men of Medicine. 

These films may be procured by writing Dr. 
Thomas G. Hull, Director, Scientific Exhibit, Ameri- 
can Medical Association, 535 N. Dearborn St., Chi- 
cago, Ill. An advance request will insure the film 
being reserved for the desired date. 


The Southern Safety Conference 

Is to meet in Jackson, Mississippi, on February 
16-17. Dr. J. R. Garner, Chief Surgeon of the 
Atlanta and West Point Railroad Company, Atlanta, 
Ga., and Dr. Donald M. Shafer of the National 
Association of Manufacturers will be the speakers. 

Every physician in the South who is doing any 
industrial work should attend these sessions and is 
invited to be present. 


Dr. J. H. Hoskins, 


Recently of Lynchburg, is now located in Cul- 
peper. 


Dr. Linwood D. Keyser, 

Roanoke, has been appointed Chairman of the 
Committee on Scientific Exhibits for the 36th An- 
nual Meeting of the American Urological Associa- 
tion. This meeting will take place at the Greenbrier 
Hotel, White Sulphur Springs, West Virginia, May 
29 to June 1, 1939. 


Dr. Bothwell Graham, 

Class of 37, University of Virginia, Department 
of Medicine, has recently been appointed and com- 
missioned as Assistant Surgeon in the Reserve Corps 
of the U. §. Public Health Service and is on active 
duty at the U. S. Marine Hospital, Staten Island, 
N. Y. 

Petersburg Hospital Staff. 

At the annual meeting of the Petersburg Hospital 

Staff, held January 3, the following officers were 


elected: Dr. Allen Barker, president, succeeding Dr. 
D. D. Willcox; Dr. C. W. Lynn and Dr. Munford 
Yates vice-presidents; Dr. H. Cantor, secretary (re- 
elected) ; Dr. W. B. McIlwaine, member of the medi- 
cal committee (re-elected), subject to approval of 
the board of directors; Dr. J. E. Hamner, new mem- 
ber to chart committee; Dr. George Reese, chairman 
(re-elected); Dr. H. Cantor (re-elected) secretary, 
surgical section; Dr. E. W. Young, chairman of eye, 
ear, nose, and throat section; Dr. J. D. Osborne, 
chairman of the X-ray section. 


Art Tells History of American Medicine. 


*“Beaumont and St. Martin’ 


“Beaumont and St. Martin” is the first of six 
large paintings in oil memorializing “Pioneers of 
American Medicine” which artist Dean Cornwell 
will complete in the next few years. Others in the 
series are: Dr. Oliver Wendell Holmes, Dr. Ephraim 
McDowell, Dr. Crawford W. Long, Dr. William T. 
G. Morton, and Major Walter Reed, and one woman, 
Dorothea Lynde Dix who, while not a physician, 
stimulated physicians to study insanity and feeble- 
mindedness. 

Arrangements to supply physicians with free, full 
color reproductions of “Beaumont and St. Martin” 
without advertising, and suitable for framing, have 
been made with the owners, John Wyeth & Brother, 
1118 Washington Street, Philadelphia, Pa. 


Married. 

Dr. Arthur Sumner Brinkley of Richmond and 
Miss Constance Elizabeth Brown of Greenwich, 
Conn., January 3. 
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Dr. Meyer Vitsky and Miss Sara Straus, both of 
Richmond, December 27. 

Dr. Herman Frank Oppleman and Miss Gwendo- 
lyn Ann Lewis, both of Richmond, January 7. 


Dr. Wade H. Saunders, 

Located for several years at Fincastle, has moved 
to Roanoke and has offices at 301 Medical Arts 
Building, that city. 


Associated with Drs. Hedges, Woodward and 
Fitz-Hugh. 
Dr. F. Jason Crigler, who has recently completed 
a two year appointment at the Manhattan Eye, Ear 
and Throat Hospital in New York City, will be as- 
sociated with Drs. Hedges, Woodward and Fitz- 
Hugh at 104 E. Market St., Charlottesville. His 


work will be limited to the practice of Ophthalmol- . 


ogy. 
The National Society for the Prevention of 
Blindness 


Announces that Lewis H. Carris, managing di- 
rector, assumed the title of general director on Jan- 


uary 1, with Mrs. Winifred Hathaway as associate 
director. 

Mrs. Eleanor Brown Merrill, an associate director 
for the past five years and formerly secretary of the 
Society, becomes executive director, and will relieve 
Mr. Carris of administrative details. 


Home for Convalescences. 

A home for the care and treatment of chronic aged 
and convalescences has been opened at Arrington, 
Nelson County, Virginia, under the direction of Dr. 
and Mrs. Fred M. Horsley. Information upon re- 
quest. (Adv.) 


For Sale— 

Set of Lewis’ Practice of Surgery for which owner 
has no need. Has had practically no use and is in 
excellent condition. Price $60.00. Original cost 
$125.00. Write P. O. Box 93, Hillsville, Virginia. 

(Adv.) 


Wanted— 

Young doctor to assist in hospital work and gen- 
eral practice in industrial center, having a lumber 
and coal company. - The position pays $250.00 a 
month with $25.00 extra per month if the doctor 
owns and drives car; room and board furnished. 


Unmarried Gentile preferred. Apply to “ Industria] 
Practice”, c/o this JouRNAL. (Adv.) 


For Sale— 

Several used Short-Wave Units, Cold Quartz UL. 
tra-Violet and Mercury-Arc Lamps, Elliott Mg. 
chines. Only one Tube-Gap Electro Surgical Unit 
for Urologists and Hospital Use. Equipment guar. 
anteed and priced right. Invite trial of our new 
Short Wave and Ultra-Violet Equipment. X-ray, 
Repairs on all equipment, regardless of make. H. A, 
Page, Factory Representative, E. J. Rose Manufac. 
turing Company, 3312 Cliff Avenue, Phone 3-6335, 
Richmond, Virginia. (Adv) 


Obituary Record 


Dr. Beverly Randolph Kennon, 

Dean of Norfolk physicians, died December 27, 
following a heart attack. He was a native of Pow- 
hatan County and sixty-seven years of age. Dr. 
Kennon graduated in medicine from the University 
of Virginia in 1893. He had been a member of the 
Medical Society of Virginia for thirty-eight years, 
His wife and two children survive him, his son 
being Dr. Beverly Randolph Kennon, Jr., now lo 
cated in New York City. 

The Norfolk County Medical Society recently 
adopted the following tribute and resolutions: 

The Norfclk County Medical Society records with pro- 
found regret and sorrow, the untimely death, on Decem- 
ber 27, 1938, of one of its faithful members and past 
presidents, Dr. Beverly Randolph Kennon. 

As a member of the Society he brought to its delibera- 
tions, a mind well trained in his specialty and fearless 
in the expression of opinions based on keen observation, 
study and logical deduction. 

Always considerate of the feelings and opinions of 
others, he gave proper consideration to statements and 
differing conclusions, which is the essence of deliberative 
propensity in the effort to progress. 

Combining as he did great personal charm with a 
logical mind, his constant attendance at the Society meet- 
ings was always greeted with enthusiasm and _ pleasure 
by his fellow members. 

The catholicity of his interests in all branches of med- 
icine made him an attentive listener to discussions and 
debates in subjects, other than his own specialty. 

Both as a member and as an officer of the society, 
he took its best interests to heart and gave to it get 
erously of his time and thought. Such a personality 
bears its impasse on any deliberative body, enriching its 
records and elevating its tone to the permanent better 
ment of the body as a whole. 
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Dr. Kennon was born in Powhatan County, Va., at 
“Norwood” on October 15, 1871, son of Wm. Upshur 
Kennon and Bessie Gilliam Kennon. His bachelor of sci- 
ence degree came from the Virginia Polytechnic Institute 
and his medical degree from the University of Virginia. 
Post-graduate internship of three years at the New York 
Eye and Ear Infirmary was augmented further by work 
in Vienna and London. 

Entering practice in Norfolk in 1899 he administered 
to a large clientele to within a few days of his death. 
He died as he wished—‘“on duty”. 

As a volunteer in the Medical Service during the 
World War, he served with distinction as Major in the 
Army Medical Corps. 

His medical affiliations included, The American Med- 
ical Association, The Norfolk County Medical Society, 
The Medical Society of Virginia, The Seaboard Medical 
Society, Fellow of the American College of Surgeons, 
American Ophthalmological Society, American Otological 
Society, The American Laryngological-Rhinological and 
Otological Society. 

He was consulting surgeon on the staff of the Norfolk 
General Hospital and member of the staff of Leigh 
Memorial Hospital. He was a member of the Phi Kappa 
Sigma and Omega Alpha fraternities, was past president 
of the Virginia Order of Cincinnati. 

ResoLveD: That a copy of these resolutions be incor- 
porated in the annals of the Norfolk County Medical 
Association and a copy be sent to the family of the 
deceased. 

LomMAX GWATHMEY, 

H. L. Myers, 

Letr Harris, 
Committee. 


Dr. James Blaine Muncy, 

Prominent Lee County physician, died suddenly at 
his home in Pennington Gap on January 20. He was 
forty-five vears of age and a graduate of the Medical 
College of Virginia, class of 1918. Dr. Muncy had 
practiced in Lee County for twenty years. He was 
secretary-treasurer of the Lee County Medical So- 
ciety, which office he had held for a number of years, 
and had been a member of the Medical Society of 
Virginia since 1920. Dr. Muncy was a World War 
veteran. His wife survives him. 


Dr. Alexander Augustus Sizer, 

Well known and beloved physician of Nelson 
County, died January 10, following a short illness 
though he had not been in good health for several 
years. He was a native of King William County 
where he was born in 1870. Dr. Sizer graduated 
from the former University College of Medicine, 
Richmond, in 1899, and had been located in Schuy- 
ler for more than thirty years, where he was physi- 


cian for the Virginia Soapstone Corporation. He 
had been a member of the Medical Society of Vir- 
ginia for about forty years. His wife and a son 
survive him. 

A friend, in paying tribute to Dr. Sizer, wrote: 
“Dr. Sizer was held in high esteem by his associates 
as a fine general practitioner and as a most eminent 
diagnostician. He wrought not for fame, but for the 
alleviation of the sufferings of humanity. . .. He was 
modest in the estimate of his own attainments, like 
all truly great souls are.” 


Dr. Eugene Y. Willis, 

Prominent physician of Culpeper, died January 
5 following a paralytic stroke. He was sixty years 
of age and a graduate of the Medical College of 
Virginia in 1903. Dr. Willis practiced for sometime 
in West Virginia before locating at Culpeper. He 
was prominent in civic and religious affairs and 
was an active member of the Masonic order. He had 
been a member of the Medical Society of Virginia 
for a number of years. His wife and four children, 
one of them being Dr. James Willis of Richmond, 
survive him. 


Dr. Lyle F. Hansbrough, 

Prominent physician of Front Royal, died January 
22nd, after an illness of three months. He was born 
in 1879 in Fauquier County and received his med- 
ical degree from the University of Virginia in 1901. 
Dr. Hansbrough took an active part in civic affairs, 
having served as a member of the Front Royal Town 
Council, and was a charter member of the local 
Rotary Club and a Mason. 
the Randolph Macon Academy and the Army’s Front 
Royal Remount Depot. 
the Medical Society of Virginia for thirty-three years. 


He was physician to 
He had been a member of 


His wife and a son, Dr. Lyle J. Hansbrough, of the 


University of Virginia, survive him. 


Dr. Margaret Packer Forcee Kuyk, 

Well known Richmond physician, died January 
16 after an illness of more than a year. She was a 
native of Pennsylvania and seventy-eight years of 
age. Dr. Kuyk graduated from the Woman’s Medi- 
cal College of Philadelphia in 1891, following which 
she came to Richmond to practice. Her husband, 
the former Dr. Dirk Adrian Kuyk, was a prominent 
Richmond physician. She was professor emerita of 
physiology and hygiene at Westhampton College and 
a member of the University of Richmond chapter of 
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Phi Beta Kappa. Dr. Kuyk was a member of the 
Medical Society of Virginia, as well as other medi- 
cal and fraternal organizations. A brother is her 
only near surviving kinsman. 


Resolutions on Death of Dr. Clore. 

Resolutions adopted by the Council of the Town 
of Madison at its regular meeting on December 12, 
1938, upon the death of the late Dr. J. N. Clore: 

Wuereas Dr. J. N. Clore has served as a member of 
Council of the Town of Madison since its incorporation 
as a Town during the year 1931; and, 

Whereas during said time he gave untiringly of his 
time and energy for the advancement of the best in- 
terests of the Town: 

Now THEREFORE BE IT RESOLVED: 

First: That in the passing of this official, the Town 
of Madison has lost one who was deeply interested in 
its progress and growth, and in the development of 
worthwhile enterprises within its borders, the Town and 
county has lost one of its best beloved physicians, and 
the Council has lost one whose counsel and advice were 
eagerly sought by his fellow members, and one who co- 
operated to the fullest extent in solving the many prob- 
lems that came before the Council. 

Second: That we extend to the family of the deceased 
our deepest sympathy, and the assurance that we grieve 
with them. 

Third: That a copy of these resolutions be sent to the 
family of the deceased, a copy be forwarded to the 
Madison County Eagle with the request that the same 
be published, and that a copy be spread upon the minutes 
of the Council. 

E. N. Licvarp, 
Attest: Mayor, Town of Madison. 
Royce PAYNE, Secretary. 


Resolution on Death of Dr. Blakiston. 

The following resolution was passed by the Arling- 
ton County Medical Society, at a meeting in Decem- 
ber: 


Wuereas, the Great Physician has seen fit to remove 
from our midst our beloved fellow physician, Dr. W. S. 
Blakiston; 

Be Ir Reso_tvep: That we, members of the Arlington 
County Medical Society bow in humble submission to 
His Divine Will and extend to the family of Dr. Blakiston 
our sincere sympathy in this bereavement. 

H. L. Bastien 

V. E. LANE 

W. C. WELBURN 
Committee. 


Resolutions on Dr. Spencer. 

The Lynchburg Academy of Medicine, of which Dr. 
Hunter B. Spencer has long been a loved and honored 
member, desires to place on record, this evidence of their 
affectionate regard for Dr. Spencer as a man, and as a 


tribute of respect for his attainments in the field of roem. 
genology. 

Wuereas Dr. Hunter B. Spencer, had been a beloved 
co-laborer in the science of healing in Lynchburg for near 
twenty years, and whereas association both professional 
and sccial have been close and harmonious, we, members 
of the Academy of Medicine recognize the high order of 
his service and his fineness of character. 

Be Ir HeEReEwiTH RESOLVED: That in the death of Dr 
Spencer, the medical profession of Lynchburg has suffered & 
a serious loss, that of a pioneer in roentgenology in this 
part of the State, a branch of his profession in which he 
attained much distinction. 

Dr. Spencer, in the years that he practiced his profes. 
sion in Lynchburg was recognized as a valuable physician, 
gentle, kind, and above all things tolerant. He had a 
abiding trust in his Christian faith, which never faltered 
during a long and painful illness. To know him wast 
love him. 


D. P. Scott 
R. D. CALDWELL 
J. W. Devine. 


Resolutions on Dr. Rosser. 


At its regular January meeting of the Lynchburg Ac- 
demy of Medicine the following resolution was unap- 
imously adopted: 

Be Ir RESOLVED that in the death of Dr. W. C. Rosser on 
November 24, 1938, the Lynchburg Academy of Medicine 
has lost not only a valued memb:r but a physician wh 
was entirely unselfish and in no way spared himself in 
his efforts to relieve his suffering patients. 

He was always ready to respond to the call of help and 
in the latter years of his life to his great physical dis 
comfort, he tended the sick when he should have bee 
ministered to himself. 

In the care of the sick when he was really unable to do 
so, he probably shortened his life many years. 

The Lynchburg Academy of Medicine extends sympathy 
to his family and friends in their sorrow. 

Joun Wyatt Davis, Chairmas 
JoHN HUNDLEY 
. Ernest Scotr 


Dr. Harmon L. Pippin, 

Bristol, resident physician of the Splash Dam Cual 
Corporation of Buchanan County, was killed it 
stantly when struck by a railway engine on Januay 
8. He was sixty years of age and a graduate of the 
former University College of Medicine, Richmoné 
in 1902. His wife and three sons survive him. 


Dr. Randolph Moore Gilliam, 

Recently of Chicago, Ill., died January 14, at the 
University of Virginia Hospital. He was a nati 
of Virginia and forty-three years of age. Dr. Gi: 
liam received his medical degree from the Unive 
sity of Virginia in 1919. 
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continuous action between office visits. Two Insufflations, 


A.. EFFECTIVE TREATMENT FOR 


TRICHOMONAS VAGINITIS 


An effective treatment by Dry Powder Insufflation to be sup- 


plemented by a home treatment (Suppositories) to provide 


» week apart, with 12 suppositories satisfactorily clear up 


he large majority of cases. 


OHN WYETH & BROTHER, INC. e PHILADELPHIA, PA. 


SILVER PICRATE — 2 crystalline compound of silver in definite chemical 
combination with Picric Acid. Dosage Forms: Compound Silver Picrate 
Powder — Silver Picrate Vaginal Suppositories, Send for literature today 


SILVER PICRATE * 


STUART CIRCLE HOSPITAL 


RICHMOND, VIRGINIA 


Medicine: Surgery: 
ALEXANDER G. Brown, Jr., M. D. Cuarves R. Rosins, M. D. 
Osporne O. AsHworTH, M. D. Stuart N. Micnaux, M. D. 
MANFReED CALL, III, M. D. RosBerT C. Bryan, M. D. 
M. Morris Pinckney, M. D. A. STEPHENS GRAHAM, M. D. 
ALEXANDER G. Browy, III, M. D. Cuares R. Rosins, Jr., M. D. 
Obstetrics: Urological Surgery: 
Greer BAaucHMAN, M. D. Josern F. Geisincer, M. D. 
Ben H. Gray, M. D. 
Wa. Durwoop Succes, M. D. Oral Surgery: 
Ophthalmology, Otolaryngology: Gur R. Harrison, D. D. S. 
Currton M. Miter, M. D. Pathology: 
R. H. Wricurt, M. D. Recena Beck, M. D. 


W. L. Mason, M. D. Roentgenology and Radiology: 


Hurr, M. D. Frep M. Honces, M. D. 
Cuas. Preston Mancum, M. D. L. O. Sneap, M. D. 
R. A. Bercer, M. D. 
Physiotherapy: 
Exsa Lance, B. S., Technician Medical Illustrator: 
MarcareT Corsin, B. S., Technician Dorotuy BooTH 


Stuart Circle Hospital has been operated twenty-four years, affording scientific care to patients 
in General Medicine, Surgery, Obstetrics and the various medical and surgical specialties. 
Detailed information furnished physicians. 

CHARLOTTE PFEIFFER, R. N., Superintendent. 
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ELIZABETH’S HOSPITAL 


RICHMOND, VIRGINIA 


J. SHELTON Horsey, M. D Surgery and Gynecology 
JoHN S. Horstey, Jr., M. D Plastic and General Surgery 
Guy W. Hors.ey, M. D Proctology and General Surgery 
Doucias G. CHAPMAN, M. D Internal Medicine 
Wm. H. Hicerns, M. D 
Roentgenology 
Roentgenology 
Roentgenology 
Dental Surgery 
Medical Illustration 
Administration 


Surgery 
Internal Medicine 
Internal Medicine 
MARSHALL P. Gorpon, JR., M. D 
Cuas. M. NELson, M. D Urology 


The Operating Rooms and all the Front Bedrooms 
are now completely Air-Conditioned 


SCHOOL FOR NURSES 


The Training School is affiliated with Johns Hopkins Hospital in Baltimore for a 
three months’ course, each, in Pediatrics and Obstetrics. All applicants must be grad- 
uates of a high school or have the equivalent education. Address: Drrecror or NURSING 
EDUCATION. 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


A private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and drug addiction. Rates reasonable. 


J. C. Kine, M. D. Frank A. Strickier, M. D. James Kano, M. D. | 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 


SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


MEDICAL COLLEGE 
of VIRGINIA 


HOSPITAL DIVISION 
RICHMOND, VIRGINIA 


®@ 
Private Rooms: 


Private single rooms and rooms for two, three 
and four patients in the private pavilion are pro- 
vided at reasonable rates. 


Public Wards: 


Genercus accommodations for treatment of pa- 
tients in the public wards are available. An am- 
ple staff of physicians and surgeons in the various 
fields is appointed to serve these patients. 


MEMORIAL HOSPITAL 
DOOLEY HOSPITAL 

SAINT PHILIP HOSPITAL 
OUTPATIENT DEPARTMENT 


Lewis E. Jarrett, M. D., Superintendent. 


= 


...A suitable formula made entirely from 
milk 

...containing the proper nutritive sub- 
stances 

...in approximately the same proportions 
found in woman’s milk 

... Which the infant can easily digest and 
assimilate 


i 


... Chemical and biological control of each 
batch to insure uniformity and freedom from 
pathogenic bacteria 

.. accepted by the Council on Foods of the 
American Medical Association since 1931. 


No laity advertising. No feeding directions 
given except to physicians. 
For free samples and literature, send 
professional blank to 


AN 


NESTLE'S MILK PRODUCTS, Inc. 


155 East 44th Street 


York, N.Y. 
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JEFFERSON HOSPITAL AND TRAINING SCHOOL FOR NURSES 
A Fully Equipped General Hospital for the Care of Medical and Surgical Cases 


No Drug Habitues, Contagious or Mental Cases received 
For further information address JAS. A. ARMSTRONG, Superintendent. 


McGUIRE CLINIC 


ST. LUKE'S HOSPITAL 
RICHMOND, - - - - - VIRGINIA 


. . . MEDICAL AND SURGICAL STAFF... 


General Medicine: General Surgery: Orthopedic Surgery: 
James H. Smirtu, M. D. Stuart McGuire, M. D. T. Grauam, M. D. 
Hunter H. McGuire, M. D. W. Lownopes Pepte, M. D. D. M. FAuLKNgER, M. D. 
MarcGaret NOLtInG, M. D. W. P. Barnes, M. D. J. T. Tucker, M. D. 
Joun P. Lyncu, M. D. J. H. Reep, M. D. 
Dental Surgery: 
Pathology and Radiology: 
= vad Roentgenology: JoHN D. D. 8. 
- H. Scumm, M. D. J. L. Tass, M. D. Guy R. Harrison, D. D. 8. 


Obstetrics: 
H. Hupwau Ware, Jr., M.D. Urology: Eye, Ear, Nose and Throat: 


H. C. Spaupine, M. D. AustIn I. Dopson, M. D. F. H. Les, M. D. 
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WESTBROOK SANATORIUM 


Richmond, TELEPHONE, DIAL 5-3245 Virginia 


Main Building, South View. Cedar Lodge. 


Department for Men Department for Women 
J. K. Hatz, M. D. P. V. ANDERSON, M. D. 
O. B. Darpen, M. D. E. H. Wriutams, M. D. 
E. H. ALDERMAN, M. D. Rex BLANKINSHIP, M. D. 


The scope of the work of the sanatorium is limited to the diagnosis and treat- 
ment of the various types of nervous and mental disorders and to the addictions to 
drugs and to alcohol. 

The medical staff devotes its attention entirely to the patients in the sana- 
torium. 

The institution maintains a school for trained attendants in which instruc- 
tion in the care of the nervous and mental is emphasized. 


There are twelve separate buildings for patients with 150 beds. Satisfactory 
and congenial grouping of patients is thereby made easy. 


The grounds are extensive, the institution owns a considerable acreage, and 
it is consequently able to control its immediate neighborhood. 


Rooms may be had single or en suite. There are a few small cottages de- 
signed for the use of individual patients. 


A comprehensive examination is made of each patient. The hydrotherapy 
equipment is complete. A teacher gives practical daily instruction to small groups 
in the arts and crafts. Helpful occupation in the out-of-doors for the men pa- 
tients is afforded by the truck farm, dairy, and in the poultry yards. 


There are bowling, tennis, croquet, pool, and a weekly movie and dance. Spe- 
cial information and rates are available for physicians. 
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Gill Memorial Eye, Ear and Throat Hospital, Inc, 


ROANOKE, VIRGINIA 


DR. ELBYRNE G. GILL STAFF 


GEORGE P. STONE, B.S. 
Laboratory and X-ray Technician 


DR. KEITH E. GERCHOW ELEANOR ROZAR, B.S. 
DR. MAX L. HOLLAND Research Technician 


AUDREY WAGNER, R. N. 
Superintendent 


A Modern, Fireproof Hospital, Specialty - De. 
signed and Equipped for the Medical and Surgical} 
Care of Ophthalmology, Oto-laryngology, Facio. 
Maxillary Surgery, Bronchoscopy and Esophagos- 
copy. 

Complete Laboratory and X-Ray Equipment, 

Physicians and Graduate Nurses in Constant 
Attendance. 

The Hospital offers a residentship of two years 
to a graduate of an approved medical school, who 
has had an internship of at least one year in an 
approved hospital. 

For further information, address 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


711 South Jefferson Street, ROANOKE, VIRGINIA 


THE TUCKER SANATORIUM, Incorporated 


212 West Franklin Street (Corner of Madison) RICHMOND, VIRGINIA 


Private Sanatorium for ——— cases under the charge of Drs. Beverley R. Tucker, Howard R. 
and James Asa Shield. Departments of Physiotherapy. 
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MOUNT REGIS SANATORIUM 


SALEM SALEM 
VIRGINIA VIRGINIA 


EVERETT E. WATSON, M. D. 
Resident Medical Director 
DOROTHY JOHNSTON 
Superintendent of Nurses 


LOUISE L. FOSTER 
X-ray and Laboratory Technician 


MRS. D. A. LYNCH 
Dietitian 


MODERATE RATES. WRITE FOR INFORMATION 


A modern, well equipped, private sanatorium, beautifully Caters to convalescents or anyone desiring a rest in the 
located between the Allegheny and Blue Ridge Mountains * mountains under ideal hygienic and climatic conditions. 
of Virginia. Offers treatment for tuberculosis and other Physician and nurses in constant attendance. Private and 
chronic diseases of the chest. semi-private cottages. 


You will benefit— 


by placing your printing orders with a 
LARGE, WELL-EQUIPPED PLANT 


You will benefit, not only through receiving 
high quality work produced by skilled work- 
men, but from the saving in cost resulting 
from efficient planning and cut-cost methods. 
It will pay you in more ways than one, to 
get in touch with us if you use— 


Commercial, Book and Job Work 
Catalogues—Publications 


& 


Ang) 


Advertising Literature 
Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms 


8 
N 
N 


ia 


Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 


Established 1880 Complete Binding Equipment 


THE WILLIAMS PRINTING COMPANY 


11-13-15 North Fourteenth Street RICHMOND, VIRGINIA 
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Component and Other Medical Societies in Virginia 


(Officers and Others are Requested to Notify the Monthly of Changes) 


SOCIETY PRESIDENT SECRETARY TIME OF MEETING 


Accomac County O. R. Fletcher, Sanford_- J. F. Ed ds, A Quarterly. 

Albemarle County -...... A. M. Smith, Charlottesville.._._'F. D. Daniel, Charlottesville__ ..Monthly. 

Alexandria City Carson L. Fifer, Alexandria__-_-_. C. E. Arnette, Alexandria 

Alleghany-Bath Counties R. A. Warren, Hot Springs.._.__R. P. Hawkins, Clifton Forge __Bi- Monthly. 

Amelia County H. C. Rucker, Mattoax____-_--_- J. 

Arlington County Alfred M. Palmer, Arlington.._.H. L. Bastien, Arlington January, April, July, August. 
Augusta County W. M. Phelps, Staunton A. F. Robertson, Jr., Staunton__February, May, August, Novembe 


M. P. Rucker, Bedford__.._....W. V. Rucker, Bedford Quarterly. 
Botetourt County ----._------.- S. F. Driver, Troutville-..._.-._. L. A. Micou, Eagle Rock 


Charlotte County ~............ C. M. Nicholson, Charlotte C. H._R. B. Cralle, Drakes Branch___- 
Clinch Valley Med. Society_.__- C. B. Bowyer, Stonega Spring and Fall. 
Guipeper County J. L. Stringfellow, Culpeper_--. O. K. Burnette, 


Danville-Pittsylvania S. C. Hall, Danville 
Dich Buch Counties_._.W. A. Carr, Harman_____------ T. C. Sutherland, Haysi 


Elizabeth City County 


E. C. February, May, August, November 
Fauquier County ow. QO. 2 _Monthly. 

Floyd County S. T. Yeatts, Floyd F. s << 

Fourth District Med. Society_...C. V. Montgomery, South Hil]___C. E. Martin, Emporia 5 times a year. 

Fredericksburg Med. Assn.__---- J. M. Holloway, Fredericksburg__T. B. Payne, Fredericksburg__..Monthly. 


Halifax County D. C. Steatemith, South Boston.W. C. Brann, South Boston 
Hanover County Hawes Campbell, Jr., Hanover__F. L. Hughes, Ashland Bi-Monthly. 


Isle of Wight County Rea Parker, S$ 


James River Med. Society____~- J. 


Lee County ’ Grigsby, St. Charles _J. B. Muncy, Pennington Gap_- 
Loudoun County -.........-.... G. 4 Musgrave, Leesburg--.. F. T. Hauser, Purcellville 

Louisa County . S. Daniel, i H. G. Byrd, Loui 

Lynchburg Academy -.--......S. E. Oglesby, Lynchburg_____- C. E. Keefer, Lynchburg_------- Monthly. 


Mecklenburg County H. H. Braxton, Chase City W. W. Wilkinson, LaCrosse 

Med. Assn. Valley of Virginia__R. P. Bell, Staunton A. F. Robertson, Jr., Staunton_.September. 

Med. Soc. Northern Virginia_._._.Harold Smith, Woodstock------ J. E. Harris, Winchester 

Medical Society of Virginia___-A. F. Robertson, Jr., Staunton_-Agnes V. Edwards, Richmond_- Richmond, Fall 1939. 
Mid-Tidewater Med. Society..--_ J. R. Parker, Providence Forge..M. H. Harris, West Point January, April, July, October. 


Nansemond County -c. C. Joyner, Suffolk . Hedges, Suffolk 

B. F. Randolph, Thaxton, Tye River 

Norfolk County W. B. Newcomb, Norfolk__----- L. B. Scott, Norfolk 

Northampton County W. J. Sturgis, Nassawadox W. C. Henderson, Nassawadox__Quarterly. 
| eee C. Y. Griffith, Machodoc Lee S. Liggan, Irvington Spring and Fall. 


ee E. B. Dovell, Unionville_________ G. R. Elliott, Orange 


Patrick-Henry Counties _._...._ J. A. Shackelford, Martinsville..R. H. Walker, Martinsville___.January, April, July, October. 
Piedmont Med. Society. H. S. Daniel, 
Princess Anne County H i 


Richmond Academy a , Ri _..Mary Martha Nokely, Richmond_2nd and 4th Tuesdays. 
R ke Academy W. W. S. Butler, Roanoke___._-_A. C. Davis, Roanoke lst and 3rd Mondays. 
Rockbridge County .F. L. Thurman, Buena Vista____E. P. Tompkins, Lexington_-_-- 

Rockingham County .B. S. Yancey, Harrisonburg__._P. Monthly. 

Russell County T. G. Smith, Lebanon, R. D 


C. R. Fugate, Clinchport J. M. Dougherty, Jr., Gate City-- 
Seaboard Med. Assn, -._.----- Julian L. Rawls, Norfolk___-_- C. P. Jones, Newport N Va. Beach, Va., December 5-7, 19 
Southampton County Jack Grizzard, Branchville . McLemore, Courtland__.-April and September. 

South Pied t Med. ty--.A. P. Bohannon, Virgilina_____ i Owen, Turbeville. Spring and Fall. 

Southside Va. Med. Cc. Ss. Dodd, Petersburg R. L. Raiford, Franklin March, June, September, Decembe 
Southwestern Virginia H. W. Bachman, Bristol James King, Radford March and September. 


Tazewell County W. Shawver, Tazewell Isaac Peirce, Tazewell 1988 
Tri-State Med. Assn. Va. & N. C. 5. -F iighsmith, Fayetteville, J. M. , Northington, Charlotte, Charleston, S. C., February, 1% 
4 N 


Neuropsychiatric Society___._’F. H. Redwood, Norfolk______ 
Orthopedic Society.........R. M. Hoover, Roanoke________ Kyle, Lynchburg__ _Richmond, Fall 1939. 
Pediatric Society..........W. W. Waddill, Charlottesville_.J. M. Bishop, Roanoke Richmond, Fall 1939. 
Peninsula Academy of Med.._H. G. Longaker, Newport News__E. B. Mewborne, Newport News_3rd Mondays. 
Va. Roentgen Ray Club------_- F. M. Hodges, Richmond V. W. Archer, Charlottesville_._Richmond, Fall 1939. 
Va. Society of Obst. & Gyn.____- C. J. Andrews, Norfolk____--~-- R. B. Nicholls, Norfolk Richmond, Fall 1939. 
Va. Society of O. L. & O.------C. T. St. Clair, Bluefield, W.Va. M. H. Williams, Roanoke : 
Va. Urological Society.......-..L. T. Price, Ri L. D. Keyser, Roanoke. Richmond, Fall 1939. 


Warwick County T. Pierce, Newport News-_-__F. N. Newport News_ Monthly. 
Wise County C. R. Jones, Dorchester_._-__~-- c. L. 
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.........W. P. Siti, Weight, Pisses... 
Yeatman, Fork Union.___E. J. Haden, Ore 
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An Emblem 
of Service 


TING fitted according to 
Doctors prescriptions 


August. 
it, November 


General Supports 


Sacro Ili 
acro Iliac Every Prescription 


Ptosis 
Maternity Double-Checked 


Our fitter skillfully trained 
in the CAMP school 


Corset Dept. 


Our Most Valued 
Possession is the 
Confidence 
Placed in us by 
the Medical Pro- 


October. 
fession 
Bristol Norfolk 
Danville Portsmouth 
JOHN MARSHALL 
| “Franklin at Fifth’ Fredericksburg Richmond 
| Tes; HOTEL Harrisonburg Roanoke 
per, December Suffolk 
/ “Overlooking the Square’ Winchester 
bruary, 198%. 
“Opposite Broad St. 
Station” 


DISTINCTIVE HOTELS in RICHMOND, | 
Strictly Fireproof~ Garage Accommodations \} 
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LJ service 

DRUGSTORES: 


LUZIER’S, INC, MAKERS OF FINE COSMETICS 


KANSAS CITY, MO. 
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Measles Modification with 


IMMUNE GLOBULIN (Human) 
Lederle 


F™ YEARS OF CLINICAL sTuDY and laboratory 

investigation of this serum have proved its value 

in the modification of the attack and the lessening 
of the dangerous complications of measles. 

Two published reports! ? of this study are sig- 
nificant. Others are in preparation. These observa- 
tions indicate that as little as 2 cc., if injected in- 
tramuscularly within 6 to 8 days after the initial 
intimate exposure, is effective in children under 2 
years of age. 

Older children require larger doses. 

It is believed by some authorities that 2 to 3 times 
the indicated modifying dose will often prevent the 
attack entirely. 

There is no satisfactory evidence available that 
an attack of measles can be modified by administra- 
tion of any practical dose of Immune Globulin 

Human) after the characteristic symptoms of the 
disease have appeared. 

1 Levitas, Irving M.: Treatment, Modification and Prevention 
of Measles by Use of Immune Globulin (Human), J.A.M.A., 
1935; 105, 493- 

2 Laning, G. M. and Horan, T. N.: Immune Globulin Used as 
a Preventive and Modifier of Measles, Jour. Mich. Med. 


S0C., 1935, 34, 772- 


“IMMUNE GLOBULIN 2 cc. and 10 cc. 
1%, 
(Human) Lederle multiple dose, rub- 


is distributed in ber-stoppered vials. 


LEDERLE IABORATORIES, INC. 
30 ROCKEFELLER PLAZA NEW YORK, N. Y. 
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Miller & Rhoads announces 


the opening of a new department devoted exclusively to 


CAMP 


Scientific Supports 


In the seclusion of this new section, 
one may select—with the aid of our 
Camp-trained fitters—Camp surgical 
supports of any type, from garments for 
general wear to prescription corsetry. 


Authorized Camp Service—Second Floor 


Miller & Rhoads 


Richmond, Virginia 


h 
the mout 
gum freshed. Enjoy 


rd Go 
Food (2) 
Ca 


National Association of Chewing Gum Manufacturers, Rosebank, Staten Island, New York 
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We, 
/ 
DAILY ENJOY wHOLESOME 4 
/ 
“is it every day 20 encuu 
your patients t0- Chewing 
| ' N helps keep your teeth clean and 
bright. And, it aids in supplying 
beneficial chewing exercise. Fout 
Factors to Teeth are . 
(1) Propet Clean Teeth 
(3) Dentis d (4) Plenty 
of Chewing Exercise There is 4 
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Sw. -FOR INFANTS DEPRIVED OF BREAST MILK 


When diluted according to directions, $.M.A. 
closely resembles human milk, NOT ONLY in 


the percentages of protein, fat, carbohydrate and 


4 


ash, BUT ALSO in the chemical constants and in 


physical properties. 


When fed to infants as a supplement, com- 
plement or as a complete substitute for breast 
milk, S.M.A. consistently produces excellent 
nutritional results comparable to those obtained 


with normal breast-fed infants. 


The quick, easy method of preparing S.M.A. 
feedings is unusually simple. A Minute Mix 
Method Set together with complete directions 


will be sent Free to physicians on request. 


S.M.A. CORP 
1998 


S.M.A. #s a food for infants... derived from tuberculin tested cows’ milk, the fat of which is replaced by animal and 
vegetable fats including biologically tested cod liver oil; with the addition of milk sugar and potassium chloride; 
altogether forming an antirachitic food. When diluted according to directions, tt is essentially similar to human 
milk in percentages of protein, fat, carbohydrate and ash, in chemical constants and in physical properties. 


S.M.A. CORPORATION + 8100 McCORMICK BOULEVARD + CHICAGO, ILLINOIS 
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OLEUM PERCOMORPHUM (Liquid) 


10 and 50 cc. brown bottles in light-proof cartons. Not less than 
60,000 vitamin A units, 8,500 vitamin D units (U.S.P.) per gram. 
100 times cod liver oil* in vitamins A and D. 


OLEUM PERCOMORPHUM (Capsules) 


Especially convenient when prescribing vitamins A and D for older 
children and adults. As pregnancy and lactation increase the need for 
vitamin D but may be accompanied by aversion to large amounts of 
fats, Mead’s Capsules of Oleum Percomorphum offer maximum 


vitamin content without overtaxing the digestive system. 25 and 100 For GREATER 
10-drop soluble gelatin capsules in cardboard box. Not less than ECONOMY, 


the 50cc. size of 


13,300 vitamin A units, 1,850 vitamin D units (U.S.P.) per capsule, _Percomorphumiaa 


supplied with 
patented Vacap-Drop 


Capsules have a vitamin content greater than per. Ie keeps curd 


tional cases. 


Uses: For the prevention and treatment of 
rickets, tetany, and selected cases of osteomalacia; 


to prevent poor dentition due to vitamin D defi- 
ciency; for pregnant and lactating women; to aid 
in the control of calcium-phosphorus metabol- 
ism; to promote growth in infants and children; 
to aid in building general resistance lowered by 
vitamin A deficiency; for invalids, convalescents, 
and persons on restricted diets; for the preven- 
tion and treatment of vitamin A deficiency states 
including xerophthalmia; and wherever cod liver 
oil is indicated. 


*U.S.P. Minimum Standard 


MEAD JOHNSON & COMPANY 
Evansville, Indiana, U.S.A. 


and light, is spill-progf 


minimum requirements for prophylactic use, unbreakable, and dei 


ers a uniform drop, The 


in order to allow a margin of safety for excep _ 10 « size of Oleus 


Percomorphum is sil 
offered with the 
lation type dropper, 


ETHICALLY MARKETED 


We purposefully selected for these 
products classic names which are 
unfamiliar to the laity, or at least 
not easy to popularize. No effort 
is made by us to “merchandise” 
them by means of public displays, 
or over the counter. They are ad- 
vertised only to the medical pro- 
fession and are supplied without 
dosage directions on labels or pack- 
age inserts. Samples are furnished 
only upon request of physicians. 


If You Approve This Policy 
Specify MEAD’S 


Please enclose professional card when requesting samples of Mead Johnson products to co-operate in preventing their reaching unauthorized = 
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